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Safe at Home West Virginia

. Overview

WestVirginia was awarded our approval to proceed with our Demonstration Project
Safe at Home West Virginian October 14, 2014Safe at Home West Virginia is high fidelity
wraparound aimed al2-17-year2 f Ru@éntly in congregate care settings in Wesgifiia
or out-of-state and those at risk of entering a congregate care setting. West Virginia also
plans to universalize the use of the WV CANS across child serving systems.

Recognizing theway we have traditionaly practiced may not always resultin the best
possible outcomes for ourchildren and families, we are now engagingin a grocessthat
creates a new prspedive. In partnership withyouth and families, wewill collaborate with
both publcand private stakeholders, includingservice providers, school grsonrel, behavioral
hedth ervices, prdiation, and the judcial systemto demonstrate that children currentlyin
congregate care can be saely and successfuly served within their communities. By providing
afull continuum of supports to sengthen ourfamilies andfortifying our community-based
services, we can demonstrate that youth curently in congregate care can achievethe same or
higher indicators for safety and well-being while remainingin their homecommunities.

Safe at Home West Virga2 NJ LJF NP dzy R gAff KSf LI AYLNRZGS AR
YR FlILYAft&Qa adNBy3aIdKa yR ySSRaT NBRdAzOS GKS
congregate care; reduce the reliance on -oiistate residential care; improve the functioning
of youth and families, including educational attainment goals for older youth; improve
timelines for family reunification; and reduce-emtry into outof-home care. The benefits of a
wraparound approach to children and families include:

1 One child and familieam across all service environments;
¢CKS FTlILYAfE&Qa 6NI LI NRdzyR LI Iy dzyATASA NBaA
1 Wraparound helps families build lotgrm connections and supports in their
communities;
1 Provides concurrent community work while youth isésidential care for a smooth
transition;
f Reduces the occurrenceagdS A+ G A @S AYLI OG 2F GNIF dzYhk GAO
Access to mobile crisis support, 24 hours per day, seven days per week; and
1 Crisis stabilization without the need for the youth toterire-enter residential care.

=

=
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Safe at Home West Virginia

As we begin to redirect funds from congregate care using a universal assessment and
thresholds; changing our culture of relying on bricks and mortar approaches to treatment; and
implementing wraparound to prevent, reducenésupport outof-home care, we will free up
funding to redirect into building our commun#yased interventions and supports. We will
use the assessed target treatment needs from W& CANS to guide our decision about the
best evidencenformed treatmer for the targeted needs at the community level and begin to
develop a full array of proven interventions to meet the individual needs of children and
families in their communities. This approach and model will lead to our children getting what
they needwhen they need it, and where they need it. It will also enhance our service delivery
model to meet the needs and build on the strengths of the families of the children.

There are no significant changes in the design of our interventions to date.
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Safe at Home West Virginia

Theory of Change
We implement CANS and NWI
So That
We have clear urerstanding of family strengths antkeds
And
A framework/process to address those strengths and needs
So that
Familieswill receive the appropriate array of services and supgpor
And
Are more engaged and motivated to care for themselves
So that
Families become stabilized and/or have improved functioning
So that

Families have the knowledge and skills to identify and access community services and supports
and can advocate for thieneeds

So that
Children are safely maintained in their home and/or community
And

Families are safe, healthy, supported by commuyratyd are successful
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Safe at Home West Virginia

Safe at Home WSst Virginia Theory of Change

Families have the knowledge
Familes become stabilized lls to identify and
We implement CANS and NWI and/or have improved C community servi
functioning suports and can advoc
for their needs

Families are more engaged Children are safely maintained
and motivated to care for in their home and/or
themselves community

We have clear understanding
of family strengths and needs

A framework/process to Families receive the Families are safe, healthy, and
address those strengths and appropriate arrray of services supported by community ,and
needs and supports are ¢ ssful
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Safe at Home West VirginidLogic Model

Intermediate/

Outcome Short-term System
Inputs Interventions Outputs Linkages Outcomes Outcomes
1 Youth 12-17 in | 1 CAPS/CANS 9 Number of 9 Compre- 1 More youth 1 Fewer youth
open cases assessments youth?! hensive leaving enter
1 Flexible to determine assessed with assessments congregate congregate
funding under need for CAPS/CANS lead to service care care
Title IV-E wraparound 9 Number of plans better 9 Fewer youth in | 1 The average
waiver services youth and aligned to the out-of-state time in
1 CAPS/CANS 1 Intensive Care families needs of the placements on congregate
tools Coordination engaged in youth and any given day decreases
1 Caseworkers model of wraparound their families 1 More youth { More youth
trained in wraparound services while |  Delivery of return from remain in their
wraparound services youth remains services out-of-state home
service 1 Next Steps at home tailored to the placements communities
provision model of 9 Number of individual {l Fewer youth
1 Multi- wraparound youth needs of the enter foster
disciplinary services engaged in youth and care for the
team wraparound families first time
ﬂ Courts services while results in 1'[ Fewer youth
{1 Coordinating in non- stronger re-enter foster
agencies congregate families and care after
1 Service care out-of- youth with discharge
providing home fewer 1 Fewer youth
agencies placement intensive experience a
I Number of needs recurrence of
youth maltreatment
engaged in {1 Fewer youth
wraparound experience
services while physical or
in congregate mental/
care behavioral
issues
9 More youth
maintain or
increase their
academic
performance

L All references to youth in the logic model refer to youth in open cases who are between 12 and 17.
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Safe at Home West Virginia

ll. Demonstration Status, Activities, and Accomplishments

Implementation of Safe at Home West Virgioiéicially launchedn October 1, 2015
in the 11 counties of Berkley, Boone, Cabell, Jeffeianawha, Lincoln, Logan, Mason,
Morgan, Putnam, and Wayneith the first 21 youth beingeferred for Wraparound
Facilitation. West Virginia also began the process of universalizing the CANS across child
serving systems.

OnAugust 1, 2016/est Virginidbegan Phase 2 of implementation by expanding to
the 24 counties of Barbour, Brooke, Grant, Greenbrier, Hampshire, Hancock, Hardy, Harrison,
Lewis, Marion, Mineral, Mercer, Monongalia, Monroe, Nicholas, Ohio, Pendleton,
Pocahontas, Preston, Randolph, Sumsné&iaylor, Tucker, and Upshurhis phase of
implementation brought in counties fromach of the 4 BCF regions.

On April 1, 207, West Virginia began Phase 3 of implementation by expanding to the
remaining 20 counties of; Braxton, Clay, Jackson, Ré&datohie, Doddridge, Pleasants, Wood,
Marshall, Tyler, Wetzel, Calhoun, Gilmer, Wirt, Fayette, Raleigh, McDowell, Wyoming, Mingo,
and Webster. This phase brought the entire state into full implementation.

As ofSeptember 302018 2362youth have beerenrolled in Safe at Home West Virginia. West Virginia
has returned32 youth from outof-state residential pleement back to West Virginid45Youth have
stepped down from irstate residential f[acement to their communities, angb youth have returned
home from an emergency shelter placemeMilest Virginia habeen able tgprevent the residential
placement ofl,535at risk youth

The breakdown of placement type at time of enrollment is as follows:

1 129were or are in oubf-state residential placemerdt time of enrollment
with 82 returning to WV

1 426were or are in irstate residential placemerdt time of enroliment with
245 returning to community

1 1,734were or are prevention cased time of enroliment with onlyi64
entering residential placement

1 36returning to their community fronemergency shelter placement
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Number Enrolled in Safe at Home WV
(Cumulative Count)

5 2077 2172 2,300 2,362

1264 1356 1420 155

SR SRS AN SR G R S S

Number Enrolled in Safe at Home WV

Columnl Column2

Oct17 1264
Now17 1356
Decl7 1420
Janl8 1555
Feb18 1658
Mar-18 1783
April-18 1871
May-18 1995
Junel8 2077
July18 2172
Aug18 2,300
Septl7 2,362
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Return to

Prevented from Community from Return to Return to Community

Entering Residential Out of State Community from In  from Shelter

Care Residential State Residential Placement
Oct17 760 58 174 16
Now17 818 63 197 19
Dec18 879 65 198 20
Janl8 954 66 209 25
Feb18 1025 69 218 25
Mar-18 1120 73 223 26
April-18 1193 73 225 28
May-18 1284 73 226 29
Junel8 1326 77 233 29
July18 1399 78 234 29
Augl8 1489 82 244 35
Septl8 1535 82 245 36

Number of Safe at Home WV Participants by Outcome
(Cumulative Count)

i

Prevented from Entering Residential Ca Lbf%%é
s,

Return to Community from Out of Stat
Residential m Oct-17

m Nov-17
m Dec-18
m Jan-18
m Feb-18
m Mar-18
April-18
May-18
June-18
July-18
Aug-18
Sept-18

Return to Community from In Stat
Residential

Return to Community from Shelter Placement

10
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Safe at Home West Virginia

As part of our ongoing tracking and monitoring the Local Coordinating Agencies and
the BCF Regional Social Service Program Masaiger in trackindogsthat provide status
updates on all caseslhis also allows the identification of barriers to cases progressing.
Currently HZA is working on programming enhance the current system functionality to
automate the reporting in the CANB the data base system to assist both DHHR staff and
provider staff. The automation will reduce the time it currently takes staff to track and
count the data collected. It is anticipated that it will also reduce tracking errors. The
programming and testig is scheduled to be completed by January 2019.

Leading up to our firsafe at Home West VirginiaferralsWest Virginia developed a
programmanual and family guide as well as DHHR/BCF policies, desk guides and trainings.
All staff and providers werprovided with Waparound 101 training, an oveew of the
wraparound process, Family and Youth engagement training that is part of our Family
Centered Practice Curriculum, and CANS trainirfige West Virginia Department of Health
and Human Resources (DHHiRstituted weekly email blasts that go out to all DHHR staff
and our external partners. These email blasts focused on educating us on the 10 principles
of Wraparound, family and youth engagement, and ongoing information regarding Safe at
Home West Virgiia. We also implementedguarterlynewsletter that reaches all of our
staff and external partners, conducted presentations across the state as well as media
interviews and private meetings with partnerhese activities continue as specific to each
phase of implementatiorand sustaining Ournewslettersnow reach over 1,000 partners.
Allprogram materiad, newsletters, as well as other pertinent information are posted on our
website for public viewing and use.

Duringthe reporting period, West Virginiacontinued to work to improveéhe previous
recommendations of our evaluator.
April 2018 Recommendations
1 Recommendation 1: Increase DHHR staff survey response rate.

1 Recommendation 2: Further Explore how to help youth/families build tetural
support systems.

1 Recommendation 3: Work with LCAs unable to meet the required timeframes for
assessments and plans

During this reportingeriod, West Virginia has continued our work through the Local

11
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Safe at Home West Virginia

Coordinating Agencies tmntinue to build epacityto meet the needs of Safe at Home WV

youth. The Local Coordinating Agencies continue to work with their respective counties to build
more external supports and services, especially volunteer services that will continue to partner
with and support ar families and youth as their cases transition to closure.

West Virginiacontinues to worlwith the Capacity Building Centgrartners at Casey
Family Programsnd other partnership$o support the wavier as well as other BCF
initiatives and needs.

In July2015 in preparation for Phase 1 implementaticthe Bureau for Children and
Families released a request for applications for Local Coordinating Agencies to hire and
provide Wraparound FacilitatorsThe grant awards were announced Angust 2%'. The
grants provide startup funds for the hiring of wraparound facilitators atodassure a daily
case rate for facilitation and flexible funds for providing the necessary wraparound services.

The Local Coordinating Agencasildhire their allotted wraparound facilitators in 3
cohorts. West Virginia believed this would be the best process to use to assure their ability
to hire and train their staff as referrals began to flow.

For Phase 2 implenm¢ation the Bureau for Children and Families reled a request
for application for Local Coordinating Agencies to hire and provide Wraparound Facilitators
on February 26, 2016The grant awards were announced bfarch 28, §16. West Virginia
adjusted the grant awards based on lessons learned from Phasplementation and
required the Local Coordinating Agencies to hire their allotted positions prior to the
implementation date.More timewas allowedetween the grant award date and the actual
implementation d referralsto assurefacilitators couldreceiverequiredtraining.

This same procesgasfollowed in preparation of Phase 3 implementation. The same
communication plan was implemented with staff and community partners. Case reviews
and selection have followed the same process and refewale prepared for
implementation.

West VirginilK St R 'y G2y o 2| NR PyaseélocalTlaiatin@ ¢ A ( K
Agencies on September 16, 201y, the Phase 2 Local Coordinating Agencies on June 7,
2016 and for the Phase 3 Local Coordinating Ageridimsh 29, 20170 assureconsistency
as wemoveforward. We then told monthly meetings for the first 4 months and move to

12
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Safe at Home West Virginia

semimonthly or quarterly. These meetings allovor open discussioand planning
regardingour processes and outcomes wellproviding peer supportand technical
assistancemong the agenciesActivities of this group include the updating of the
wraparound plan form, updating the monthly progress summary, developing advanced
training specific to the wraparound facilitation, workingth our Grants division to update
the monthly grant report to simplify reflecting performance measures and outcoragasd,
implementationof evaluation recommendations

In preparation forlPhase 1 implementation the local DHHR staff began pulling
possiblecases for referral for review and staffing during the months of August and
September so that the referral process couldsgoeoothly,and the first referrals sent to the
LocalCoordinating Agencies on October 1, 2015. For Phase 2 implementation this same
process was used during the months of June andtdybyeparefor the first referrals that
were sent on August 1, 201Bor Phase 3 implementation this same process was used
during the months of February and March for the first referrals to be sent onl Ap2017.

We found this process to work well anchias been ged in preparation foall
implementation phases

The Phase ihitial startupgrant period of 1 year expired on August 30, 2@h@ the
Phase 2 initial startup grant period of 1 year egdion April 30, 2017 In preparation for
thisthe Bureau for Children and Families prepared a provider agreement that includes all of
the activities and requirements of the newest statement of wimkLocal Coordinating
Agencies and Wraparound Facilitat as well as the Results Based Accountability outcomes
and performance measures that are outlined in the grants.odglinal provider agencies
have signed the provider agreementscontinue serving as Local Coordinating Agencies in
their respectiveCaunties.

All provider agreements have been updated and signed by February 28, 2018 for
renewal on March 1, 2018. This brings all the provider agreements into the same renewal
cycle.

CANS training and certification as well as Wraparound 101 traininghoergcross the
stateto assure new staff hires have tiequiredtrainings. BothWraparound 10land CANS
are now integrated intd HHR/BCF new worker training.

13
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CANSraining continues throughout the state for bottew DHHR staff and providers
West Viginia also continues with the identification and certificatiolVd¥ CANSAdvanced
CANS Expert&CEBRo provide ongoing training and technical assistance.

In the previous reporting periodest Virginigdound that staffwere having difficulty
accessingdvanced CANS experts to provide technical assistafcaddress this Dr. Lyons
came to West Virginia and spent a week wathffidentified to go through the advanced CANS
experts process. He also prosgbngoingtechnical assistance calls with tbgpertsto
continue the development proces3.he goal has always been to have the internal capacity
within West Virginia to continue this process and the transferring of learning. We believe that
with the assistance of the current experts and Dr. Lyons Wéawve no difficultyproceeding as
planned At presentwe have D ACES and 42 CANS Expeasiding certification training and
technical assistanatiroughout the state

West Virginia has also developed a plan for identifying alf s@hed and certified,
development of a training schedule based on identified need, technical assistance plan
developmentbased on identified need. Attached is the CANS Logic Model.

There are no significant changes in the design of our intervestiomate but there
have been innovationthroughout the waiver period Previouslya group of Local Coordinating
Agency Directors and Clinical Supervisors with extensive experience wiakbuad have
worked todevelopan advancd training for wraparoud facilitators. We are referring to this
GNF AYAy3a | a a! |ThdtrdingRvasdevdldpid piBtettyamidupdated to expand
to all facilitators This trainingaddressedetter engagement with families, how to problem
solve and move a team forw@yhow to better write wraparound plans with measurable
outcomes, as well as other identified needs. Itis more focused on the actual application and
practice of wraparound facilitatior,ead Coordinating Agencies report that this training
beneficial to he facilitators and assists them in how to appropriately work with the families
they serve through Safe at Home.

During this reportingperiod, West Virginighas continued to follow the judiciary
communication plan as developedhe plan callsr continued communication with our
judiciary by combined teams of WV BCF management and LCA representation.

West Virginia also worked with our Evaluator, Hornby Zeller Associateiedte
automatedWV CANS. AdppropriateDHHRstaffand Local Coordinatingg&ncy staff have
been trained in the use of the automat&lVV CANS and have begun enteriy/ CANS and
subsequent updatesWest Virginia has been using the CANS since 2003s bid®n updated

14
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to the WVCANS 2.0. WV CANS 2.0 is a revision that fullgpimi@tes the National Child
Traumatic Stress Network Trauma CANS. It adds several modules to strengthen our current
version of theWMCANS which are: juvenile delinquency-sutidule; expectant and

parenting submodule; commercial sexual exploitation ybusubmodule; GLBTQ sub

module; intellectual and developmental disabilities subdule; 85 population submodule;
substance abuse suinodule; fire setting sumodule; transition to adulthood sulmodule;

and sexually abusive behavior sotodule. Staff coninuesto use the automated CANS and
Local Coordinating Agencies continue to partner with the project director to assure that initial
and subsequent CANS are complete on every youth enrolled in Safe at Home West Virginia.

During the current period of reew HZA is working on programming enhance the
current system functionality to automate the reporting in the CANS in the data base system
to assist both DHHR staff and provider staff. The automation will reduce the time it currently
takes staff to track andount the data collected. It is anticipated that it will also reduce
tracking errors. The programming and testing is scheduled to be completed by January 2019.

Safe at Home West Virginia began implementation with the first referrals on October 1,
2015. The automated CANS data base did not become operational until February 12, 2016.
During thattime, there would have been cases that already transitioned to closure for various
reasons. There has been a learning curve with the wraparound facilitatorsatingithe
systemand remembering to save changes to the document. This explains any discrepancy
regarding the number of youth enrolled and the number of initial CANS completed in the
system. The Safe at home West Virginia project director contimteework with the Local
Coordinating Agencies toonitor and assure CANS are completed on each child being served.

At present5,235CANS have been completed and entered into the automated system.
This number represents initial and subsequent CANS. CANShsrepalated at minimum
every 90 days.

The system has proven to be very useful for the use of the CANS across systems. The
ability for stdf to quickly locate and usexisting CANS is very helpful in treatment planning and
the ability for administrativestaff to access needed reports has proven to be very useig
foresee this becoming even more valuable as West Virginia moves forward with the use of
CANS in treatment plan development.

During the previougreporting period West Virginia worked with oavaluators who
RSOSE 2SR Iy FTEA2NAGKY NBLR2NIO Ay 2dzNJ Fdzi2YIl GS
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worked with West Virginia on this algorithm which was then provided to the evaluators for
build in the system. The algorithm repavent live on March2018

aSYidA2ySR gAUKAY 2Sai +ANBAYAIFIQA LYAGALFT 5
Bill 393. This bill set forth very specific requirements regarding work with status offesuaiers
diversion. West Virginia identifideéividence Baseldunctional Famyl TherapyFFThas a
valuable service tthe youth service population and their families as a diversion or treatment
option. FFTis a short term (approximately four (4) months), higkensity therapeutic family
intervention. FFT focuses on the relatibips and dynamics within the family unit. Therapists
work with families to assess family behaviors that maintain delinquent behavior, modify
dysfunctional family communication, teach family members to negotiate effectively, set clear
rules about privilege and responsibilities, and generalize changes to community contexts and
relationships.It is limited to youth 1118 who have been charged or are at risk of being charged
with either a status offense or a delinquent act.

West Virginia awarded a grant tdead agency to facilitate service coverage and
training throughout our state. Clinicians were trairaud provide this valuable therapeutic
service. FFT fits well within the wraparound process and has been identified as a very useful
service for many foour families being served within Safe at Home West Virginia due to target
population for FFT.

FFT is a wellstablished, evidenebased intervention model utilized in twelve (12)
countries, including the United State FFT has shown to reduce dagsm as much as 50%.
is one of the many therapeutic options that are available to youth and a family that may be
served by the juvenile justice system, child welfare, and Safe at Home West Virginia.

Regardin@nalyses; the evaluator will separatases with FFfthe SACWIS system
shows us whether the family got that service. If it does not, we can only obtain the information
through our caseeadings and the prevalence of FFT will determine whether we get any
meaningful information out of it.

To further assist us with moving forward with Results Based Accountattibty
outcomes included within theocal Coordinating Agency grant agreem&atements of work
are connected to the outcomes for Safe at Home West Virgisilecontracts and Provider
agreements include pnasions for training other wraparound team members with specialized
roles, such as Peer Support Specialist, Parent or YowthcAtes, Mentors, and all wraparound
team members outside of the Local Coordinating Agencies, and adherence to clear
performance measures for families utilizing Safe at Home Wraparothdse prformance

16
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measure outcomes will binked to continuation of/early contractual relationshgbetween
the Bureau anagachLocalCoordinating AgencyResponsibilityor executing the duties of the
contractual rehtionship with the Bureawvests with the Local Coordinating Agency, as well as
development of an incluse/network of community providers in order to ensure youth and
families receive services that are needed, when they are neeatletiwhere they are needed.
We continue to work with our Local Coordinating Agencies to assure that their workforce
developmentneets2 SA (0 + méeHsA Y A I Q&

West Virginiacontinues to provide Traumiformed Care training to individuals
representing all child serving systems and the community at large. This training provides an
overview of the incidence and prevalenakchildhood traumatic experiences and describes the
AYLI OG GKIFG GNIFdzyl Oy KFE@S 2y | OKAfRQa LXKea
development. Also discussed are trauma and the brain, the definition of tranfoaned care
as a systemiframework around which services are developed and provided, and the six core
components of a trauma informed system of care. Currently, Traimfioamed care is being
redesigned to be required core training for all providers and BCF gtédf. Yost hasalso been
conducting train the trainer sessions throughout the state to assist with expanding West
+ANBAYAI Qa AYGSNYyFt OFLI OAlGe G2 O2yiGAydsS gAGK

From the beginning of the program through tiheporting period BHHFcontinued with
its/ KAt RNBY Qa . SKI @A 2INMaich 2056hé Bukeau2folBehdvidid ldegltR ©
and Health Facilities (BHHF) released a Request for Applications for ferdndsal
Coordinating Agencigs hire Wraparound Facilitators to seréeilot areasof West Virginia.
The BHHF pilot project is providehigh fidelitywraparoundmodeled after Safe at Home
West Virginia, to children in parental custodyd they may or may not be involved with the
child welfare systenust not in custody nor eligible feafe at home BHHF has worked closely
with BCF to assure that the two programs are as similar as posdibleut overlap Several of
the pilot areas are part of the Phase 1 of Safe at Home West Virginia and all but 1 of the grant
awards were to Loca&oordinating Agencies that are also serving Safe at Home West Virginia.
BHHF received 220 referrals and 88 of those were accepted and served through wraparound.

9 Total received # of referrals 220

1 9/220 were duplicate referrals

1 90/220 referrals were accégd (this total includes the 3 waitlist kids because they were
technically accepted for wraparound); 3 out of 90 experienced wait list; only 1/3 wait list kids
actually entered the program when a slot became available;

9 88/90 total accepted referrals werserved through wraparound

17
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' 4 RA&AOdzaaSR AYy 2Said *+ANBAYAFIQA LYAGAL
worked with our outof-home partners to make changes to our continuum of cakd.
provider agreementare beingwritten to include performance mesures West Virginia
continues to work with our partners to improve the continuum of care as well as our
agreements.

We continue working with our partners in Positive Behavioral Support Program. They
are assisting us with engagement and trainingssimg the MAPs process. MAPSs refers to
Making Action Plans. The training helps facilitators understand the MAPs process and details
and how to conduct a MAP and integrate it into a Wraparound Plan.

l'a LI NI 2F 2Sa0G +ANHAY Adorfiriuunof/carg Weyhave ¢ 2 NJ
created a Treatment Foster Care model. As part of that process West Virginia has developed a
ThreeTier Foster Family Care Continuum. This continuum includes Traditional Foster Care
homes, Treatment Foster Care homes, andrisiee Treatment Foster Care homes. This was
developed in partnership with the Licensed Child Placing Providers who currently hold the
Treatment Foster Care grantd/hen we can appropriately match children with families we
utilize the opportunity.

Qustanabilityplanning continuesasK & It g &8a 0SSy Ay Of dzRSR
workplan As we move forwargefforts for sustaining SA&atre focusedo plan for transition
out of the waiverand intoother DHHR initiativeto improve child welfare in WV.

During this reportingeriod, a Financewvorkgroup comprised of the Project Director,
BCF Deputy Commissioner of Operations, BCF CFO, DHHR CFO aodtsta&#to work
on financial information that will be needed and used by other workgrowpmtorm any
programadjustments Ths groupis scheduled to receive additionaéchnicaAssistance
through Casey Family Programsecember 2018Fnancial planning also affords West
Virginia the needd information to determine level of service andramitment needed to
continue with this valuable program and to assist with the development of any needed
improvement packages determined to be appropriate

West Virginiacontinuesjoint work between the Bureau for Children and Families and
our sister Bueau for Medical Services to discuss ways Medicaid could support wraparound
as we move forward.
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Safe at Home West Virginia

West Virginia is also continuing work on IVE Candidacy claiming which will assist with
sustainability.

West Virginiavants toextend the availability ofvraparound to all children we serve
as appropriate At present we are gaining all information available regarding the Family
First Act in order to understand the implications of the Act and how it will support our
sustainability and expansion of wraparaiin

2Sal *+ANBHAYAIFIQa S@Ffdza 62N KFa O2yRdzOGSR (K
within the previousreport. Our evaluatorsa valuable contributor to this group and
financial sustainability plannirgs well as informing program adjustmentSuring this
evaluation and reporting period our evaluator is digging deeper into our outcome data to
assist us with better identification of youth who benefibstfrom wraparound.

19
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[1l. Evaluation Status

Data Collection Activities:

Over the last six months of Safe at Home West Virginia, the evaluator, Hornby Zeller
Associates, Inc. (HZAyonducted case record reviews, completed interviews with stakeholders
across the State and administered the annual fidelity survey to Local CatngjiiAgency (LCA)
staff. These three data collection activities informed the process evaluation. Analysis of data
FNRBY 511 wQa {GFrGS6ARS 1 dzi2YFGSR / KAfR 2SSt Tl NS
informed the outcome, process and cost evaluations. Intaafdio data from FACTS, data from
the automated Child and Adolescent Needs and Strengths (CANS) tool were also used to inform
the outcome evaluation.

On-Site Case Reviews and Interviews

Staff from HZA conducted the third annual fidelity assessment batwedy 23, 2018
and August 3, 2018. Case record reviews and interviews were conducted to assess the extent to
GKAOK GKS [/ ! & INB LISNF2NX¥YAYy3a aSNBAOSAE gAlK 7T
model, as well as to examine the level of adherercet{ S |4 | 2YSQ& I RRAGAz
timeframes. HZA completed case record reviews for 40 cases across all ten contracted agencies
and conducted interviews with a total of 93 key stakeholders. (See Appendix A and B for copies
of the tools that were usd.) HZA randomly selected 30 cases for review in proportion to the
number of youth served by each LCA. For the remaining ten cases selected for review, HZA
asked each LCA to select one program graduate to ensure that reviewers would have the
opportunity to observe all four phases of Wraparound at each agency.

The youth, a caregiver, the LCA wraparound facilitator and the DHHR caseworker from
each case were asked to participate in the interviews. Some of the wraparound facilitators and
caseworkers were intgiewed about more than one case in the sample. Table 1 displays the
number of stakeholders interviewed during the summer of 2018 assessment.

2Hornby Zeller Associates, Inc. was acquired by Public Consulting Group, Inc. on March 1, 2018.
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Table 1. Stakeholders Interviewed by Group

Youth 21

Caregivers 21

LCA Wraparound Facilitators 27

DHHR Casewagks 23

Youth Coach 1

Total 93
Surveys

Surveys were administered statewide to LCA staff from September 10, 2018 to
September 28, 2018. The survey, administered for the third time over the course of the
evaluation, asked questions about the extent toiethLCA staff are completing work required
for Safe at Home youth, along with their qualifications, level ofinugnd perceptions of
program success (Appendix C).

HZA staff reached out to LCA leadership staff in advance of administering the survey to
allow them time to encourage their staff to participate. The survey was then sent to all
leadership staff as well as to all LCA CANS users. In total, 206 stakeholders received a link to the
survey, with a total of 156 surveys completed. Table 2 describegdsitions held by the
respondents.

Table 2. LCA Fidelity Survey Respondents by Position

Wraparound Facilitator 106
Wraparound Supervisor 24
Wraparound Program Manager 10
Other 16

3 Other respondents reported some of thi@lowing job titles: Assessment Coordinator, Associate Executive
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Table 2. LCA Fidelity Survey Respondents by Position

Total 156

FACTS

| %! dzaSa RFGl FNRY 2 Sa theexterllE which $afeat C! / ¢ {
| 2YSQa 3I2Ffa NS | OKASOSR 6Sd3ds NBRIzZOSR LI | O
into congregate care, shorter lengths of stay in congregate care, etc.). Outcomes for youth
involved in Safe at Home are compared tohgstorical comparison group of youth. The
comparison groups (which are selected separately for eaeimsikh treatment cohort since
the program was implemented) were selected from youth known to DHHR between State Fiscal
Years (SFYs) 2010 to 2015. Charastics, including demographic data, case history and
program qualifying characteristics, such as age and placement, were used to match comparison
youth to the treatment group cohorts. Youth in the treatment group were partitioned into five
subgroups acaualing to referral and placement type: owff-state congregate care facilities and
group care, irstate congregate care facilities and group care, emergency shelter, family foster
care placements and youth at home. The characteristics of youth in each asopgroup are
statistically similar to the youth in each of the fétireatment cohorts (see Appendix D for the
statistical comparisons).

Regression analyses have been conducted as part of the outcome analysis, applying a
number of populatiorbased faobrs (e.g., youth county, youth age, type of placement at
referral, etc.) to identify the specific youth population(s) for whom Safe at Home works best.
FACTS data are also used in the process evaluation to describe the characteristics of the Safe at
Home yuth population.

CANS

During the first few months of program implementation, HZA developed an online CANS
tool for LCA and DHHR staff to use. The online CANS tool allows for ease of access and
information sharing across participating agencies, as wekadyraccess to assessment data

Director, Chief Operations Officer, CQI, Executive Director, Youth Coach and Family Support Worker.
4HZA has not created the comparison pool for the most recent cohort because not erimeghas elapsed to
measure outcomes for #seyouth. Therefore, sixnonth outcomes will be available for ttexth cohort for the
April 2019semiannual evaluation report.
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for the evaluation team, which are used to measure progress onlveallg measures. Each

youth who enters Safe at Home is required to have an initial CANS assessment completed by
the wraparound facilitator within 30 days oéferral to the program, and subsequent CANS
assessments are to be completed every 90 days thereafter.

IV. Significant Evaluation Findings to Date

Process Evaluation Results
Youth Population Description

Table 3 provides a description of the Safe atrido/outh population at the time of
referral. For the first time since the initiative began, it appears that the overall number of
referrals is decreasing. There was a 20 percent decrease in the overall number of approved
referrals between Cohorts 5 and 6.

Overall, 70 percent of the 2,011 youth were referred while living at home. Referrals for
@2dziK fAQGAY3 G K2YS YIRS dzLJ oo LISNOSyd 2F /2
cQad ¢KS AYONBIaS Ay NBFSNNIfSE F@N 2¥Y80K T20d4z
to a prevention program. The impact is conversely noted in congregate care referrals, which
made up 56 percent of referrals in Cohort 1, but only 11 percent in Cohort 6.

Table 3. Safe at Home Youth Population Description at Referral

Cohort 1 Cohort 2/ Cohort 3 Cohort4 Cohort 5 Cohort 6 All Cohorts

Total Referred 124 221 297 445 512 412 2.011

Placement

Out-of-state

31 (25% 18 (8% 12 (4% 12 (3% 17 (3% 11 (3% 101 (5%
Congregate Care (25%) (8%) (4%) (3%) (3%) (3%) (5%)

In-state Congregate

Care 39 (31%) 73 (B%)| 61 (21%) 60 (13%) 52 (10%) 31 (8%) 316 (16%

5 Percentages may not always total 100 due to rounding.
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Table 3. Safe at Home Youth Population Description at Referral

SemiAnnual Progress RepdrtOctober 302018

Emergency Shelter| 6 (5%)] 18 (8%) 6 (2%) 13 (3%) 22 (4%) 11 (3%) 76 (4%)
Family Foster Care | 2 (2%)| 11 (5%) 13 (4%) 27 (6%) 34 (7%) 26 (6%) 113 (6%)
Home 101 205 333 387
46 (37% 333(81%)| 1,405 (70%
BT uw)|  (G9w)|  (75%)  (76%) (81%) (70%
Age
12 or under 10 (8%)] 19 (9%) 25 (8%) 37 (8%) 63 (12%)] 36 (9%) 190 (9%)
13 20 (16%) 26 (12%)| 35 (12%) 64 (14%) 80 (16%) 60 (15%) 285 (14%
14 30 (24%) 48 (22%)| 67 (23%) 87 (20%) 98 (19%) 91 (22%) 421 (21%
15 28 (23%) 58 (26%) 65(22%) 135 120| 107 (26%) 513 (26%
(30%)|  (23%)
16 32 (26%) 63 (29%) 92 (31%) 103 120| 91 (22%) 501 (25%
23%)  (23%)
17 4(3%) 7(3%) 13(4%) 19 (4%) 31(6%) 27 (7%) 101 (5%)
Gender
Male 75 (60%) 116 186 274 303] 241 (58%) 1,195 (9%)
(52%)|  (63%)|  (62%)  (59%)
Female 49 (40%) 105 111 171 209| 171 (42%) 816 (41%
48%)|  (37%)|  (38%)|  (41%)
Race
White 96 (77%) 181 245 405 435] 345 (84%) 1,707 (85%
82%)|  (82%)|  (91%)|  (85%)
Black 8 (6%) 19 (9%) 15(5%) 14 (3%) 25(5%) 26 (6%) 107 (5%)
24
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Table 3. Safe at Home Youth Population Description at Referral

Mixed 16 (13%) 18 (8%) 32 (11%)| 20 (4%) 43 (8%) 0 (0%) 129 (6%)
Other 4(3%) 3(1%) 5(%) 6(1%) 9(2%) 41 (10%) 68 (3%)
Case Type
Youth Services 112 167 263 362 404 342 1,650
CPS 12 54 36 88 108 70 368

Youth age at referral has remained consistent across cohorts, with yoash receiving
a referral between the ages of 14 and 16. Seventgear-olds have made up the smallest
percentage of Safe at Home youth in all six cohorts. Males also make up more than half of the
Safe at Home population (59%), which is a trend that basained consistent across cohorts.
2 KAGS @2dziK YIS dzlJ GKS YlF22NARdGe 2F {F¥S G |
consistently been represented across cohorts.

The majority of youth in Safe at Home have a Youth Services case. According to West

VANBAYALF S A¢CKS LINAYFNE LldzN1llR2asSa 2F | 2dziK { SNIA
alter the conditions contributing to unacceptable behavior by youth involved with the

Department system; and to protect the community by controlling the behavigioath

Ay @2t SR gA0GK (GKS 5SLI NIYSyilode ¢KS {idFG§SQa RS

how unique these cases are from Child Protective Services (CPS) cases, which are primarily
focused on child maltreatment.

Fidelity Assessment

As described alve, the fidelity assessment was conducted during the summer of 2018
with HZA staff completing a total of 40 case record reviewsitsnat the LCAs as well as 93
stakeholder interviews. Thirty of the cases were selected randomly, in proportion to the

8 Numbers often exceed thetal in each cohort because a youth can have a CPS and Youth Services case
simultaneously. For this reason, percentages were not calculated.
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number of youth served by each LCA. For the remaining ten cases, each LCA was asked to select
a program graduate to ensure that reviewers would be able to observe all four phases of
Wraparound at each agency.

Ultimately, the case sample included cases frorfa@l dzNJ 2 F G KS {41 §SQa N
specifically, the following 19 counties: Brooke, Cabell, Doddridge, Fayette, Hancock, Harrison,
Kanawha, Logan, Marion, Mercer, Monongalia, Nicholas, Ohio, Putnam, Randolph, Ritchie,
Summers, Taylor and Webster. Aethme of review, exactly half of the 40 cases were open, 17
had successfully graduated the program and three were discharged before program
completion. On average, the open cases had been active in Safe at Home for 252 days as of the
date the reviews wereompleted, while cases closed due to graduation were open 312 days
and 146 days for discharged closed cases.

LCA Wraparound Facilitator Qualifications

Wraparound services are provided to youth by ten LCAs located throughout the State.
Each youth hasre assigned wraparound facilitator who has a caseload of no more than ten.
¢CKS GNI LI NRdzy R FFHOAfAGFEG2NARZ | O0O2NRAYy3 (2 GK
fSFaAd I o0 OKSt 2NRa RSAINBS Ay az20Alf deltbd = a2
field with two years of work experience serving a youth population similar to that of Safe at
Home (e.g., ages 127 with a possible mental health diagnosis currently in, or at risk of
entering, congregate care). Wraparound facilitators should bés&nowledgeable about
mental health diagnoses and behavioral disorders in children, and personal family experience
with mental illness is considered helpful. The State may, in some cases, make an exception to
one or more of these requirements for an ajgaint with extensive knowledge and/or
experience in the field.

S
O

lff mMnc FFEOAEAGFEG2NA ¢6K2 NBALRYRSR
RSANBS gAGK ff odzi 2yS aldAraferyda GK
degree. The mst common degree among LCA staff was psychology. Higbtgercent
reported having two or more years of experience in the behavioral health field with 45 percent
having six or more years of experience. Eiggitypercent of the facilitators reported prior
experience working with older youth and their families, while 82 percent were knowledgeable
about mental illness diagnoses and behavioral disorders in children and 70 percent had
personal family experience with mental illness.

S

& w

G2 0K
S RS3N

LCA staff, including wrapawod facilitators and supervisors, working with Safe at Home
are also required to complete training and Wraparound and CANS certification. The training,
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according to the latest (Phase Ill) Safe at Home funding announcement, includes at least the
following ontent, but many LCAs institute additional trainings for their staff:

{@aGSY 2F [/ INB G[FTRRSNJ 2F [SFENYyAy3IE F2N /2
Child and Family Team Building,

Family Centered Practice,

Family and Youth Engagement,

Effects of Trauma on Children analh,

The 10 Wraparound Key Principles,

1
1
1
1
1
1
1 Safe at Home West Virginia Model and
1

BCF Policy Cross Training.

All but one of the 106 facilitators and all 24 supervisors reported they had received
training prior to working with Safe at Home and 98 percerallbf. CA staff reported the training
sufficiently prepared them to adequately do their job. Eighige percent of the facilitators
had received Wraparound certification and 90 percent had received CANS certification. Six of
the 11 facilitators who had natompleted the Wraparound certification and eight of the ten
who had not completed the CANS certification were new to the position and still completing
the training process. However, one facilitator reported that Wraparound certification is not
required forthe job and another did not know about Wraparound certification.

Wraparound Phase |: Engagement and Team Preparation

The purposes of the Engagement and Team Preparation Phase are to orient the family
to the program; to begin engaging with the familydaexploring strengths, needs and goals; to
identify any pressing issues or concerns that the family has; and to build the wraparound team
with an emphasis on family identified supports.

Youth and caregivers initially learned about Safe at Home throughetyaf media,
including caseworkers, court staff, probation officers, guardian ad litems, siblings who were
previously enrolled, child advocacy staff and wraparound facilitators. In most of the cases, it
was the caseworker who introduced the youth andily to the program. Typically,
caseworkers explained Safe at Home to clients by discussing its goals, services and the different
roles stakeholders play throughout the case life. Many caseworkers informed youth/families
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that their participation in the prgram was voluntary. As an example, one caseworker told a
FlLYAfe GKFIGZ GdKAE Aa | aSNBAOS GKIFIG OFy o6S LI
communication and service oversight, to prevent further department involvement and to keep
yourchiR 2dzi 2F NBaAARSYGALFft LI I OSYSyl d¢

Following the initial introduction, wraparound facilitators met with youth/families,
where they provided more detail about Safe at Home. Some of them wotitdnate that the
program is voluntary with one facilitator stgtid = ¢ U KS @2 dzi Kk FlF YAt &6 Ol y
gLyiddé hFaGSys FLFEOAECAGFG2NE LINBaSyiSR LINPRINIY
Safe at Home, described how the program is driven by youth/family voice/choice and shared
what services were ailable to them. Facilitators also explained that the program is designed
to build natural supports so the family can sustain progress after formal supports leave and
provided examples of how the program benefits youth/families. More specific details,asuch
how often the facilitator would be meeting with them and how goals are created, were also
discussed.

Most stakeholders reported that youth/families had a good understanding of the
program. In some cases, youth/families did not grasp the conceptssabfit eventually
understood them as time went on and they got to work with the program. In a rare couple of
OFasSa adlr{1SK2ft RSNBE RAR y28( 0StASOS e2dziKk¥FIl YA
and concepts, and consequently, there were more cingléss noted with these particular cases.

In their initial meetings with youth/families, wraparound facilitators attempted to
encourage them to discuss any concerns and to share any strengths or goals. In some cases,
youth/families were open with facilitat@r from the start, but in most cases their ability to open
up and engage improved as time went on and facilitators built rapport. A caregiver noted that
GKS® adNHAItSR gAGK GKS OFasS 2LSyAy3a 6SOldzaSs
my [son/daughter] is pretty shy. But, [s/he] really opened up to [the wraparound facilitator]
FYR YSY(2NX¥e¢ Ly 2dzad | FS¢g OFraSaszx Sy3alrasySyl
throughout the life of the case (and often developed into a larger compliance)is@ue youth
LINE GARSR |y SEFYLXS 2F FFEOAEAGFG2N SyO2dzNI 3SY
wraparound plan three or four times in the last eight months [and developed] higher standards
a2 L KIFE@S a2YSUOKAYy3a (2 62N] (261 NRa ¢

Some of the wrapaund facilitators shared the following strategies which they used to
overcome engagement issues: engagingehgrefamily (even the little kids), building trust,
proving they were consistent and reliable in their work, spending time alone with the youth
establish a connection and demonstrating continual patience.
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All wraparound facilitators offered youth/families the opportunity to invite supports to
participate as members of the wraparound team; however, the extent to which this occurred
was mixed.n most cases where informal/natural supports were identified, siblings,
grandparents, aunts, uncles, friends, neighbors and church members participated. In other
cases, the identified supports chose not to participate. In a few cases, their participation
waivered as youth experienced placement changes.

About half of the youth/families could not identify willing informal supports to be a part
of the wraparound team (often because there simply was no one around to involve), or they
actively chose to keep fgaat Home involvement within their immediate family. For example,
2yS @2dziK NBLR2NISR 2yteé glyadAay3a AYYSRAFGS
1SSLIAY3I Y& OANDfSa avliitto L KIFEgZgSyQd KFR |
identified formal supports (e.g., caseworkers, probation officers, therapists, guidance
counselors, teachers, etc.) and most of the formal supports remained active participants
throughout the duration of the case. In one case, the facilitator reported that tisewarker
was always invited but often did not participate.

Additionally, the LCA fidelity survey asked facilitators about the extent to which
required tasks were performed during each phase of Wraparound, starting with the
Engagement and Team PreparatidmaBe. Their responses are shown in Figure 1.
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Figure 1. Engagement & Team Preparation Phase Required Facilitator
Activities

| schedule meeting times and locations that are easily
accessible and comfortable to all team members.

| gain a commitment to participate from other team
members who care about the youth and family and can
support them through the wraparound process.

| address any pressing concerns related to immediate
safety issues, current crises or potential crises by
developing a plan to provide immediate relief.

linclude the family in the family assessment section of the
CANS (or make sure that the family is included).

| complete the CANS for the youth on whom the
wraparound is focused (or make sure that the CANS is
completed for that youth).

| prepare a summary of the initial conversations with the
family that highlights strengths and identifies the family’s
perspective on needs, culture and vision.

| assist the family in identifying strengths of each individual
and strengths of the family as a whole.

If the family chooses to participate in the wraparound
process, | obtain all needed consents and clearly outline
the youth and family’s rights and responsibilities.

| describe individuals who will be involved in the process
and available supports to the family and youth.

| orient the family and youth to the wraparound process
through face-to-face conversations.

I schedule and convene the first family team meeting.

JlLi

o
=
=]

20 30 40 50 60 70 80 90 100

Number of Wraparound Facilitators

Never mSeldom m Frequently m Always

Nearly all wraparound facilitators surveyed reported completing each of the required
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FOGAGAGASAE a!fogleaég 2N GCNBIjdzSyidfeé¢ RdzZNAy3 (K
findings on the Engagement and Te&reparation items from the survey are consistent with

last year, indicating that facilitators do not struggle with implementing this phase of

Wraparound at a level of higlidelity.

Wraparound Phase II: Initial Plan Development

The purpose of the Itial Plan Development Phase is to design the initial wraparound
and crisis safety plans through a collaborative team process. Youth/families should play an
active and integral role in planning, where their feedback is elicited and incorporated into plans
wherever possible.

Wraparound facilitators employed a variety of strategies to involve youth/families in the
planning process. While responses varied, some of the methods identified included holding
YSSGAy3a G GKS T YAT @ Qa iskastzanserning ta themyadl & 2 dzi K
gKFEG GKSANI adNBy3adkKa FyR 32Ffa FNBT F20dzaAy3
developing rapport; ensuring that all team members could share; reminding the youth/family of
their ownership in planning; using asseents (e.g., the CANS) as discussion items; discussing
progress and setbacks; and offering, on occasion, incentives for participation.

Facilitators often asked questions as an engagement strategy. Some examples of
questions used to promote engagement @R SR> &2 K 0 O0ONRdzZAKG @2dz G2
ySSRa (2 OKIFIy3aSsz¢ 2N a2KIFIiQa (1 SSLAYy3I &2dz TNRY
YSYGA2ySR dzaAy3a ¢l a aSidadAay3a || aFdzy 3IF21+ 3¢ 06adz
help distract the youth fsm the negativity that is often associated with what the court is asking
the families to do. One facilitator brings a blank wraparound plan to the monthly family team
meetings to start the discussion about goals the youth/family wants to work on so iecan
filled out together. The culmination of these efforts helps youth, families, facilitators and other
team members to set goals and move forward with a plan.

When youth/families were hesitant to engage in the planning process, facilitators would
changetS A NJ | LILINR F OKSa®d hyS 2F (GKS FILOAfAGlII2NR &
brandy S¢ GKAYy3I G2 G(KSY®P ¢KSe& FNB dzaSR G2 2dzad o
the facilitator slowed the process down for the youth as it appeared ovelmving, asking the
youth what the immediate concern today is and just focusing on that.

Caseworkers provided examples of their role and how they assisted in wraparound
planning, which included: helping to identify goals as well as strategies to reach ajtaiing
general feedback, meeting with facilitators to discuss plans and needs before family team
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meetings and offering additional support to facilitators and youth/families whenever necessary.

Wraparound facilitators are responsible for completing €hihd Adolescent Needs and
Strengths (CANS) assessments for all youth. Initial CANS are to be completed for youth within
30 days of referral to Safe at Home while subsequent CANS are to be conducted every 90 days
thereafter. On average, LCAs completed ithigal CANS 35 days after referral (falling short of
the timeframe by five days) and subsequent CANS every 89 days (exceeding the timeframe by a
day). However, when two egregiously outlying cases are excluded from the initial CANS
analysis, the timefram& met at exactly 30 days.

The findings regarding the timeliness of meeting CANS deadlines are consistent with last
@SINDa aasSaaySyaod [Fald @SEFENIAYAGALET /1 b{ &SN
referral and subsequent CANS were completed w@ days thereafter. Last year, when one
LCA was excluded from the calculation, the timeframe for completing initial CANS was
exceeded at 22 days. Thus, it has been consistent between years that initial CANS timeframes
are challenging to meet only for &ir individual LCAs or in a couple of exceptional cases.

Wraparound facilitators and caseworkers identified the CANS assessments as an
AYLRNIFYG (G22t F2NJ ARSyiGAFeAy3d ySSRa yR R20dz
CANS was described as a priyneesource for wraparound plan creation, and it enabled
facilitators to identify areas of strength which could be used to help mitigate the identified
needs. Some facilitators reported that the CANS was useful in showing youth/families what
their strengths are; stakeholders reported the youth/families often believe they do not have
any.

A few facilitators expressed concern regarding the effectiveness of the CANS tool. One
facilitator said that the tool was only effective if the facilitator knew the yoantid family well
(which is difficult to do in 30 days). Other challenges some facilitators described included the
time-consuming nature of the tool and the challenge of identifying needs in the CANS that
families do not see as a need, and subsequentlyrifiguout the best way to address those
needs in planning when the youth/families were in denial of the problems that existed.

All youth and caregivers agreed that their feedback has been used in planning. Most
youth reported that they personally contribetto wraparound plans by providing their opinions
FYyR ONBIFGAy3 3F2Ftad C2NJ SEI YL ST 2yS e&2dziK NB
what | wanted to do with my life and the facilitator is setting me up to shadow in the careers |
'Y Ay (S NBaadihsrRxamplegohe ybugh was able to choose the gender of his/her
therapist and mentor, and another, because of his/her interest in basketball, was provided a
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pass to the local recreation center.

Initial wraparound plans are to be completed within 3¢/d®f program referral. On
average, LCAs completed initial wraparound plans within 29 days of referral. Subsequent
wraparound plans are to be updated and refined as necessary, and on average they were
revised every 42 days. LCAs improved in their abditpéet the initial wraparound plan
timeframe this year; last year, the timeframe was missed by 15 days.

HZA reviewed the initial and most recent wraparound plans and rated the content for
the extent to which required items were included in the plan. Reeimwsed a fivgoint Likert
a0ltS:T gAGK 2yS YSIyAy3a GKS AGSY gl a abz2d I
ga aCK2NRdzZaAKt &¢ AyOf dzZRSR Ay GKS LI Fyad CAIdzNB
item, showing comparisons in conten¢tiveen the initial and most recently completed
wraparound plans.

Figure 2. Average Wraparound Plan Fidelity Scores
Services/Supports Take Account of and Use

Youth's/Family's Strengths

Services/Supports Consistent with Youth's/Family's
Primary Needs

Services/Supports Consistent with Youth's/Family's Culture

Opportunities for Youth to Engage in Community Activities

Plan for Maintenance in or Transition to Least Restrictive
Environment

Clear Relationship between Outcomes and Strategies
Multiple Strategies

Measurable Outcomes/Objectives

Outcomes Clearly Connected to the Vision

Mission Statement for the Team

Youth's Long Term Vision

o
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The content of both the initial and most recent wraparound plans was exceptionally
high this year with demonstrable improvement on every fidelity item between Wiach was
completed initially and the most recent. These scores should be regarded as a strength to the
{FFS G 12YS LINRPBANIY a GKS& LINRPOARS SOARSYOS
2 N} LI NPdzy R Y2RSt @ ¢KS ANBFKGSal abl&r LINRPBSYSyYy (G ot
hdzi O2YSadkhoa2SO0iABS&aed AGSYD LYy O2YLI NRazy G2 f
improvement.

Initial crisis safety plans are to be completed within 14 days oStie at Home
referral. On average LCAs completed the initial crisis plans withiay&2of referral (missing
the timeframe by just over a week). While initial crisis safety plan timeframes were missed this
year, there was still substantial improvement from last year where initial crisis safety plans
were completed at an average of 39 ddpllowing referral. Subsequent crisis safety plans are
to be updated and refined as necessary, and on average this occurred every 52 days.

HZA reviewers reported a variety of reasons which may explain instances where LCAs
struggled to meet the initial theframes, with some of the most common reasons being family
noncompliance or cancellations, facilitator turnover, youth placement changes and difficulty
eliciting the help of caseworkers to initiate the first contact with youth/families.

Similar to its rekew of wraparound plans, HZA reviewed the initial and most recent crisis
safety plans to assess their thoroughness, again using-pdive Likert scale. Figure 3 displays
the average scores for each fidelity item assessed, showing comparisons betweaeitidhand
most recently completed crisis safety plans.

34
SemiAnnual Progress RepdrtOctober 302018



Safe at Home West Virginia

Figure 3. Average Crisis Safety Plan Fidelity Scores

Assignment of Roles During Crisis

Steps to be Taken During Crisis

Methods for De-escalating Crises

Identification of Behaviors Signaling Coming Crisis

Strategy for Crisis Prevention

o

0.5 1 15 2 25 3 35 4 45 5

m Most Recent Crisis Safety Plan m Initial Crisis Safety Plan

The ratings for crisis safety plans were similar to that of wraparound plans; the scores
were consistently high and improvement was shown on the items which, wHilersthe high
on the fidelity spectrum, were lower than others. The only two items that did not show
improvement, remained the same and were rated the highest to begin with, so there was little
room left for improvement. The greatest improvementwaso8th G LRSY GAFAOF GA2Y
{AIYlLEAY3I /2YAYy3 / NAaAaeg AGSYd ¢KS ONRAaAAAE alb 7T
diligent work in ensuring that the Wraparound model is implemented with fidelity. In
O2YLJ NRAazy G2 f | adeived BghedIeadres Nd eliekyyidgldydten], showing a5
improved ability to adhere to model fidelity around crisis safety planning.

Stakeholders reported that most caseworkers were involved with crisis safety planning
through Safe at Home, while statingathwraparound facilitators took the lead. In some cases,
caseworkers became more heavily involved due to the risk associated with the case. For
SEFYLX S 2yS OFrasSeg2N] SN alARY 4L ¢l & RSSLXe@& A
orderedustodowha®@SNJ 6S O2dz R (2 LINBOSYyid NBY2OI f d¢

Youth and caregivers from nearly all cases were involved in crisis safety planning,
according to stakeholders. For most of the cases, stakeholders reported that crisis safety plans
did not need to be implemented becauseidsis never occurred. In these cases, some
stakeholders reported that it was still helpful to have the plan just in case a crisis did happen, so
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that everyone would know what to do and how to respond. In cases where the plan was
implemented, most stakehders reported that it was useful. For example, in one case it was
effective in helping the youth/family to resolve the crisis themselves without reliance on
external support. Some stakeholders agreed that a challenge associated with crisis safety
planningis that some youth/families struggle to identify they are in crisis or are in denial that
crises exist.

The surveys of LCA staff were also used to measure the extent to which required tasks
were performed by wraparound facilitators during the early stagigroviding wraparound
(Figure 4).
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Figure 4. Initial Plan Development Phase Required Facilitator
Activities

| document a Crisis Safety Plan that includes both proactive
and reactive plans.

| guide the team in prioritization of potential crises and
possible responses for each by assigning roles and
responsibilities.

| assign responsibility to specific individuals to undertake
action steps associated with each strategy to be completed
in specific time frames.

| assistthe team in creating strategies for meeting needs
and achieving outcomes by considering how likely the
strategies are to be effective and whether they are
consistent with the family’s culture, values and...

lidentify outcomes that will represent success in meeting
each need the team has chosen to work on by including
specific indicators for each need and how often they will be
measured.

| create a Team Mission Statement that guides the team.

| develop the initial wraparound plan through a
collaborative process that elicits multiple perspectives and
builds trust and a shared vision among team members.

1[1]]

o

10 20 30 40 50 60 70 80 90 100
Number of Wraparound Facilitators
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Nearly all the wraparound facilitators surveyed reported completing all of the required
OFaSeg2N] IOGAGAGASEAE a!fogleéaé 2NJ AaCNBIljdzsSSyaft e
only item where the trendwasles§ S| NJ gl 43X aGL ONBFGS | arxdaarzy .
GSFY®DPE LYGSNBASSG RFEGE AYLX ASa GKIG GkKAa O2dz R
would not claim full credit for creating the mission statement. All survey findings regarding the

A 7

Initiat  t £y 5S@St2LIYSyYyd tKFaAaS INBE O2yaAraidaSyd oSi
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AyOf dzRAY3I GKS aL ONBIGS || araaizy {GFdSYSyd i
Wraparound Phase IlI: Plan Implementation

The purposes of the Plan Implementation Phasetaneut the wraparound plan into
action and revisit and update plans whenever necessary, to ensure that the youth/family and
team members remain engaged, to continually monitor progress, to address any challenges and
to celebrate success.

Wraparound facitators are required to have weekly contact with youth/families and
they are to reduce contact gradually as progress is being made and youth/families move toward
the final phase: Transition. According to stakeholders, meetings between the facilitator @and th
youth/families occurred once a week, or more, on an as needed basis. Most stakeholders
interviewed reported that the amount of contact was adequate. In one case, the family had
trouble keeping the appointments, so they would lose touch anrdrrgage latein the month.
A couple of caseworkers, as well as one facilitator, reported that the contact was not frequent
enough. This facilitator shared that although s/he attempted more frequent contact, the
82dzi Kk Fl YAt & NBFdzZaSR | YR SS@ASY yRIRUARA RESI BYe (K
youth expressed appreciation for having someone with whom to talk any time they needed
support.

Case review data on the number of facilitator faoeface contacts per month seemed
to align with the interview data (Fige 5). In some cases, contact seemed slow to start. The
number of contacts peaked at month seven and then a decline was observed in the ensuing
months. The decline in frequency may also be correlated to the number of cases that remained
involved with SAHral those that Transitioh

" Transition can happen at three, six, nine, 12, or 24 months at the facilitator's discretion based on the
progress of the case.
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Figure 5. Average Number of Monthly Contacts for Months 1-12
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Wraparound facilitators monitored case progress in a variety of ways, including monthly
family team meetings, weekly visits, youth and family-seforts, monthly staffings with DHHR
staff, monthly summaries, CANS scores,paraund plans and provider or school reports.

According to stakeholders, some of the services youth/families from these 40 cases
received during their involvement with Safe at Home were:

1 tutoring;

1 counseling/therapy (e.g., Cognitive Behavioral TheramleBtical Behavior
Therapy and Family Functional Therapy);

1 independent life skills;
1 paraprofessional family support;

1 parenting classes (examples of specific models included the STEPS program and
Grandparents as Parents class);

medication management;
drug ourt;

youth coaching;

= = =2 =

mentoring;
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transportation;

gym memberships;

art classes/clubs;

Wdzy A 2N wSaASNIBSa hFFAOSNERQ ¢NIAYyAy3a O6Wwh

school and court advocacy provided directly by the facilitator;

= =2 =_ =4 =4 -

communitybased activities with the facilitator (e.g., tripsttee trampoline park,
the arcade, out to get ice cream, the mall);

1 communitybased activities set up by the facilitator (e.g., getting the youth
involved with a church group, getting the youth to volunteer at an animal
shelter, setting a youth up for inforal mechanics lessons with his uncle, finding
an informal mentorship/job shadowing opportunity for a youth in an autobody
shop); and

1 various concrete support from the LCAs (e.g., buying diapers for younger siblings,
buying groceries, paying a utility bidsuing clothing stipends, buying haircuts
for youth, paying for vaccination for pets so a relative could pass the home
study, workout equipment).

For the first time, HZA asked LCA survey respondents about the evilesed
practice$ their Safe at Homelients received. Based on the responses, it was clear that there
was some confusion about what practices are considered evidbased. Thirtyfour LCA staff
members provided examples of some evidetased practices. The most commonly listed
were: Cognilve Behavioral Therapy (CBT), which is-augtiported; Seeking Safety, which is
promising; Wraparound, which is promising; and TratFoaused Cognitive Behavioral
Therapy, which is promising. Another wslipported evidencdased practice used by a few
wraparound facilitators with Safe at Home youth was Motivational Interviewing.

For most cases, stakeholders reported few barriers to obtaining the identified services
youth/families needed. However, in some cases, the rural community where youth lived
impededtheir access to services, creating a challenge to Safe at Home youth. In these cases,

8 Evidencebased practices were found on the California EvidelBased Clearinghouse for Child Welfare.
http://www.cebc4cw.org/
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facilitators reported doing their best to locate resources, but they still struggled to find tutors
and other services for youth, including youth groups that were nhgieus based.

CtKSNBE ¢SNBE a2yY$S OFrasSa oKSNBE (KS @&2dzikQa oS
created a barrier. For example, in one case the caregiver refused to release records, and in
FY20KSNE (GKS OF NB3IAGSNDa adzo dage. yn@nbst ihstanzasS Y I RS
where compliance issues were identified, they were resolved; but, in a couple of cases the
AdaddzSa NBYIFIAYSR 2dziadlryRAY3I YR AYKAOAGSR (GKS
progress or the issues ultimately led to the disgeof the case. In one case, inadequate
communication from caseworkers was reported as a challenge.

One challenge which impacted a couple of cases was familial poverty, making it difficult
for families to provide for their youth. In one case, the grandp#savere able to provide
additional support. However, in another case, natural supports were not as involved.
Facilitators worked diligently to locate available resources for these youth/families.

Frequent placement changes for one youth posed challerffes facilitator had to be
persistent in keeping in contact with the caseworker to keep up with the location of the youth
FYR G2 NBYFAY GKS Ozhadginglifed Ay (GKS @2dziKQa

(0p))
(O]
(0p))

Wraparound facilitators identify and/or reward the success that youtheaehthrough
many different forms. Praise appeared to be the most common form of rewarding success.
Sometimes, youth were rewarded by going out to eat or to the movies or attending special
events or receiving a small gift.

Some of the most common success&skeholders mentioned these youth/families
achieved were:

improved grades and school attendance,
improved behavior or emotional regulation,
youth sobriety,

youth taking responsibility for themselves,
healthier family and peer relationships,

living in a afer location,

= == =2 =4 =4 4 -

increased parenting skills and
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1 achieving permanency.

hyS FIFEOATAGIG2N) AaKFNBR GKIFG ¢6KSy GKS @&2dziK
to eat and discussed what academics could do for his/her future. Facilitators also mentioned
praising aregivers for their achievements in the program as well.

The fidelity surveys asked facilitators about the extent to which required tasks were
performed during this phase of Wraparound (Figure 6).

Figure 6. Plan Implementation Phase Required Facilitator
Activities

| continually assess team members’ satisfaction with the
process and assist team members in the process of conflict
resolution.

| ensure that a collaborative team approach is utilized to
continually revisit and update the plan.

| encourage the team to acknowledge and celebrate
successes.

| check in with team members to follow up on progress and
identify and obtain needed resources.

| hold family team meetings at least every 30 days.

il
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Nearly all the wraparound facilitators surveyed reportampleting the required
FOGAGAGASA a! fogleaég 2N GCNBIjdzSyifeé¢ RdzZNAy3 (K
O2yaAraiusSyd gAGK flad &SFNRa adz2N¥Se NBadzZ Gao

Wraparound Phase IV: Transition

The purposes of the Transition Phase are to plan for theoémegraparound services
gKSY GKS GSFyQa 3I21fa FYyR 202S00A0Sa KIF@S 06SS
type of ritual to celebrate success and to discuss where the family can go for help in the future.

42
SemiAnnual Progress RepdrtOctober 302018



Safe at Home West Virginia

Twenty of the 40 cases were closed for Safel@ie. Seventeen of those 20 cases
completed the Transition Phase and youth successfully graduated from the program. In the
remaining three cases youth were discharged prior to their completion of Safe at Home. The
reasons for closure in these three case8 WB Y (i K S -téré glacdé@rit in & r2sjtiéhtial
FLOAtAGESY GKS FrLYAfe FESSAy3a (GKS {GIFGS aK2NIf
noncompliance. In the 17 cases where youth graduated, the facilitators knew the youth were
ready to transition becage they were doing very well, had met all of their goals and did not
need any additional support. The facilitators praised the graduated youth for all their
accomplishments. In most cases a celebration was held for, and designed by, youth when
services camto an end. In one instance, the youth chose to have dinner with all of his/her
wraparound team members at his/her favorite restaurant; the group gave the youth gifts and
discussed the entire Safe at Home journey.

Some youth did not want a celebration, fxilitators respected their choice and often
just gave them a parting gift. In a few cases, the timing did not work to host a celebration. For
example, one wraparound facilitator attempted to host a graduation party for the youth, but
the family alreadyhad vacation plans. In another case, the youth/family moved very suddenly.
Facilitators from one LCA shared that all graduated and current Safe at Home youth will have
the opportunity to participate in an event hosted jointly by all LCAs for Safe at Houtle y
within the county where there is a DJ, pool, free tee shirts, games and gift baskets. A similar
event did take place in another part of the State, where one facilitator shared that these events
provided youth with the opportunity to simply be kids afainilies the opportunity to connect
and build their natural support networks. In a couple of cases, facilitators were currently
working on plans for a celebration with youth.

There was some confusion among facilitators as to the type of fallpwhat slould
take place once a Safe at Home case closes. In about half of the cases, facilitators had a plan in
place for checking in with the youth and family (not always a documented or formal plan, but a
plan nonetheless). Often, the plan entailed ad&®y, 90day, 6month and oneyear checkin. In
most cases where a plan was established, at least one falfphad already occurred and
youth were reportedly doing well. In cases where there was no real fallpwlan, facilitators
informed youth/families that thg could reach out should they ever need help and often shared
other resources they could contact. Some facilitators were unaware that faljpwas even
Fff26SR® C2NJ SEFYLX S 2yS FILOAEAGEFG2N a1 ARZ 4@
iffollow-dzL) ¢+ & | ff26SR¢ GKAES Fy20KSNJ FNRY GKS at
S Oly O2yiAydzS (2 Grt1 d2 FyR 4SS 2dz2NJ {ARa®
f ADSaoé
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In the survey, facilitators were asked about the extent tackirequired tasks
were performed during each phase of Wraparound (Figure 7), including the final phase,
Transition.

Figure 7. Transition Phase Required Faccilitator Activities

| create a plan for checking in with the family once the
formal wraparound process ends.

| encourage the team to create a culturally appropriate
“commencement” celebration that is meaningful to the
youth, family and team and recognizes their
accomplishments.

| create a document that describes lessons learned, what
worked well and what did not, and successes of the
process.

| guide the team in creating a plan that addresses crises
that may occur after the wraparound process is complete.

lidentify services and supports that will continue to meet
the youth and family’s needs and persist past termination
of the formal wraparound process.
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Compared to facilitator responses of required activities for the first three phases of
Wraparound, required activities are not being cdeted as regularly or consistently during the
Transition Phase. The survey results are aligned with the interview data in terms of the
confusion facilitators seem to have regarding this phase of work. For example, ten percent of
the facilitator surveyrespy RSy 14 a{ St R2Y¢ 2NJ abS@OSNE ONBI (SR
FlLYAfE& | FGSNI aSNDAOSa SYyRSR® ¢KS FAYRAYIEA FTNER
are consistent with those of last year; indicating that this is still an area of confusiongamon
staff.
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LCA Staff Program Buw

In addition to the questions regarding fidelity, LCA survey respondents were asked
about the extent to which they agreed with statements regarding their-loup Safe at Home
YR GKSANI LISNDS LI AcBvwness. FiureisKepresentsihé fesponke®@ts Qa ST T
those statements asked of LCA staff.
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to Program Buy-In & Perception

Statements

Goals and strategies are tied to observable or measurable
indicators of success.
Despite challenges, the team persists in helping the families
to meet their goals.
There are adequate services in the community to fulfill the
service plan.
The wraparound process and service plan build on and

enhance the youth and families’ capabilities, knowledge, ...

The wraparound process creates an environment that

focuses on the youth and family’s strengths so that they...

The wraparound process demonstrates respect forand

builds on the values, beliefs, culture and identity of youth...

Services and support strategies integrate the youth into his
or her community.
Services and support strategies take place in the least
restrictive setting.
The team members work cooperatively, sharing in the
responsibility for plan implementation and success.
The wraparound team supports the family through formal,
informal and community relationships.

The wraparound team includes natural supports.

The wraparound team consists of individuals agreed upon
by the family.
Family perspectives are elicited and prioritized in planning
foryouth.

The wraparound process is family driven.

The DHHR caseworkers are the main link between the
facilitator and the family.
The wraparound facilitator is responsible for teaching the
family team important skills such as brainstorming,...
Wraparound facilitators take an active role in the
collaboration with the team.
The wraparound process decreases the family’s frustration
by making the system easier to navigate.
Safe at Home helps to increase the number of youth who
can remain safely in their homes and communities.
Safe at Home helps to reduce the number of youth living in
West Virginia's congregate care facilities.
Safe at Home helps to reduce the number of youth living
out-of-state in congregate care facilities.

Safe at Home referral processes operate smoothly.

Safe at Home eligibility criteria are clear and followed by

M

BCF staff.
0 20 40 60 80 100
Number of LCA Staff
Strongly Disagree  m Disagree m Agree M Strongly Agree
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Overall, LCA staff btig and perceptions of program success were relatively high, with
Y2ald aidladSySyida StAOAGAY3T a{ GNPy IfitédmsWicNE S¢ 2 N.
stood out as not following this trend because they received very mixed responses. First, only 52
percent of LCA staff believed there were an adequate supply of services in the community to
fulfill service plans. The second item was related itHR and LCA teamwork, where only 48
percent of LCA staff believed caseworkers were the main link between the facilitator and the
family. Both of these items received low ratings last year as well, implying that minimal
improvement has been made.

Successeand Challenges

Stakeholders were asked about the various successes and challenges that occurred with
the 40 cases reviewed, as well as any suggestions for program improvements in addition to
guestions regarding fidelity.

Facilitators provided examples what they believe has worked well for these particular
cases:

youth selfesteem and selddvocacy;

youth motivation to succeed;

proactive caregivers;

youth involving themselves in the community, school and sports;
youth following through with commitments

partnerships with other entities (e.g., schools and juvenile probation);
partnerships with communitypased services;

persistence and reliability of facilitators;

youth/family compliance and engagement;

communication among team members;

youth voice focus;

- =2 = =4 4 -4 -4 -4 -4 A5 A -2

youth/family realizing someone wants to help them;
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1 extra inhome support provided by the facilitator;
1 rewards and consequences to help motivate goal achievement; and
1 supportive judges.

One youth interviewed who benefitted tremendously from the prograbd®@ NI SR da L (0 Q
influenced me to do better in school and do better on behavior. I've never had all A's before
until now. It's taught me how to not flip out and walk away from situations. Before | didn't care
about school and [the facilitator] opened up myesyto how important it is and given me faith
Ay YeaStFoé ! OFNBIAGSNI NBLR2NISR (KIFIG akKS gl
works now that s/he has experienced it.

Wraparound facilitators and caseworkers also shared the unique challefgesking
with Safe at Home cases, some of which included a general lack of support from community
and family members, challenging youth behavior which caregivers may not be equipped to
handle in the future, caregiver and youth motivation, lack of at#laesources in the
community, youth and parental drug use, troublesome home environments/family dynamics
and youth transitioning to new schools. Multiple ideas about what could be done to improve
the program were shared by facilitators and included:

1 dewlop more communitypbased resources;

1 refer youth as soon as they are identified agiak so the program can prevent the
youth from any further involvement in the child welfare or juvenile justice systems;

1 better prepare foster parents to care for youthttv severe behavioral issues;
1 lower the age for referrals so younger children can benefit from the program;

1 implement less redundant and extensive documentation requirements to allow more
time for client interaction;

1 educate the court so that goals are nmurt-dictated and cases are not required to
remain open unnecessarily long;

1 conduct an exit survey of youth/families about their experience with Safe at Home to
learn how the program might be improved; and

1 inquire about youth/familieconcerns at the the of exit to identify concerns they have
about their future.
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Nearly all youth and caregivers held the program in the highest regard and thus
suggestions for improvement were minimal. A couple of suggestions made by youth and
caregivers were to provide me familyfocused outings, increase pay for facilitators and access
additional support staff to assist facilitators. One youth shared the following about his/her
FIOAEAGFIG2NI YR {FF¥S G 12YSY aL R2yQl (1{y26 A
O0KS FFEOAfAGEFEG2NB YR wakKSQase GUKSNBxX y2 YIid
gAff KSELI I 20 2F LIS2L S®é ¢KS OFNBEIAODBSNE | €
FILOATAGFO2NESES 6A0GK 2y S ahod ghe Bdlitatarp ISt QikadeyR Yy Qi K
remember | was just at my wits end and | called [the facilitator] and [s/he] came and sat with
me on my porch and listened to me while | cried my eyes out. That was the turning point for
dza ®¢

Summary of ProcesBvaluation Results

h@dSNIffx GKSNBE 4gSNB y2 adzomadlyidAirft OKIFy3Sa
The program continues to become more prevention focused based on the referrals received.
The vast majority of youth in Safe at Home have Youth Semaéses and a small minority have
CPS cases.

LCAs did particularly well in documenting high quality wraparound and crisis safety
plans, where the content of those plans demonstrated a strong adherence to the Wraparound
model. Scores on the fidelity items veehigher than what was reported last year and
improvement was often demonstrable between initial and most recent plans.

LCAs were able to create initial wraparound plans in the required timeframes this year
which they struggled to do last year. Initial CR\assessments were completed within the
required 30day timeframe, after two outlying cases were excluded; meeting initial CANS
deadlines was a challenge last year as well. Across the board, initial crisis safety plan
timeframes were missed by about a wedbut this was still an improvement from last year
where the deadline was missed by about two weeks. Last year, one LCA in particular struggled
with meeting deadlines on all items. This year, that same LCA proved itself to be one of the
most compliant irmeeting deadlines. DHHR and the LCAs should explore the reasons why
deadlines were missed to determine what steps might be taken to ensure all initial CANS and
crisis safety plans are completed within required timeframes.

Youth/family feedback continues tze overwhelmingly positive. However, building
teams of natural/informal supports to sustain families in the future remains a struggle. Where
this was the case, youth/families typically wanted to keep their issues personal, limiting any
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involvement to thei immediate family. For some families, there simply were no natural

supports available to involve. When natural supports were involved, there were instances

where it was a struggle to keep them involved; this was often due to the supports not following

thr2 dzZ3K 2NJ 0KS @2dziKQa tAFS 6Sd3Idpx LI OSYSyiaduv O
natural support system is crucial for implementing Wraparound in a way where success can be
sustained following case closure.

The assessment of the Transition Pheegsed some concern about afteare planning
and followup. While a number of facilitators provide support following discharge from Safe at
Home, there is inconsistency among staff in providing that support with staff notably confused
around what it shoud entail (some were unaware that they were even supposed to be doing
AGOd [Fad &8SIENRa FaasSaavyYSyd NBGSEFESR aAYAfl NJ
been made. This is another area where improvement is needed in the coming year.

Successes anchallenges varied among cases, and accordingly, so did the steps which
were taken to overcome them. Wraparound facilitators and caseworkers shared many ideas
about how Safe at Home could be improved; those ideas could be used as a springboard for
discussn in planning/improvement efforts. A couple of examples of ideas shared were
lowering the age of referrals so younger children can benefit from the program and conducting
an exit survey with youth who leave Safe at Home to further explore ways to imgreve
program.

Outcome Evaluation Results
Youth Cohort Analysis

From the first day of program implementation on October 1, 2015 to September 30,
2018, 2,011 total youth have been referred to Safe at HoAfd=or the analysis of outcomes,
youth are dividednto sixmonth cohorts based on the date they were referred to Safe at Home
(Table 4); the sixonth cohorts allow the evaluators to measure changes in outcomes over
time. Currently, there is a total of six youth cohorts. More than six months has pagssgautb
from Cohorts 1 through 5, providing sufficient time to have passed to measure outcomes. The
data available for youth in the most recent cohort (i.e., Cohort 6) are limited to only descriptive

9 The numbers of youth reported by HZA and the State differ slightly because the State utilizes weekly lwgsking

(e.g., reatime data) to count the number of youth in the program and HZA relies on quarterly FACTS extracts for

RFEGlF 6So3dsr atA3IKiGte RStEFE@SR RIGFEOD | %! Q& O2dzyda I NBE f:
small differences in theotal numbers of youth and the number of youth reported for some of the cohorts.

0youth were excluded if they did not remain in the program for a minimum of three days.
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information about the youth populatiort because a fullis months in the program has not
passed for youth in this cohort. Consequently, a comparison group has not been drawn for
youth in Cohort 6.

The matched comparison groups were selected by using Propensity Score Matching
(PSM), which relies on data fromE&RS. The comparison pools are comprised of youth who
meet the Safe at Home referral criteria during SFYs 2010 through 2015. Propensity scores were
calculated using age at referral, gender, race, ethnicity, initial placement setting, report
allegation, numier of prior placements, evidence of an axis one diagnosis, juvenile justice
involvement and if the youth was ever in a psychiatric hospital or group home. These scores
were matched using a nearest neighbor algorithm to select a comparison group that is
statistically similar to the treatment group (see Appendix D). For each cohort, there is an equal
number of youth in the treatment and comparison groups.

Table 4. Outcome Analysis Cohorts

Cohort Group Referral Period Nu\:)z;: of
Treatment 124
. Comparison SFY 2019 2015 124
Treatment April 1, 20160 September 30, 2016 221
’ Comparison SFY 2010 2015 221
Treatment October 1, 2018 March 31, 2017 297
° Comparison SFY 2010 2015 297
Treatment April 1, 2017 September 30, 2017 445
’ Comparison SFY 2010 2015 445
Treatment October 1, 2017 March 31, 2018 512
° Comparison SFY 2010 2015 512

1 Please see the process evaluation results for more details.
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Table 4. Outcome Analysis Cohorts

Number of
Gro Referral Period

HP I Youth

Treatment April 1, 201& September 30, 2018 412
6
Comparison T T
Treatment October 1, 2015 September 302018 2,011
Total

Comparison SFY 2010 2015 1,599

Outcome measures are examined at or within six and twelve monthsrptestral to
Safe at Home, unless otherwise specified. For this report, six and twelnéh outcomes are
analyzed for youth in Cohortstfirough 4 with the analysis limited to only six months given the
length of time youth in Cohort 5 have been involved with the program. Some measures may
exclude various cohorts due to the length of time needed to have passed to measure the
particular outcane; inadequate sample size also limited the outcome analysis in a few
instances.

Stepwise Regression Analysis

In order to identify populations for which Safe at Home works best, a stepwise
regression analysis for some of the outcome measures has beempedoA stepwise
regression first runs a linear regression using a complete list of independent variables against
the outcome measure. The analysis then determines if removing or adding (if they were
removed) variables in a stepped fashion would produst&@nger correlation to the outcome.
The stepwise regression is considered complete when no change in independent variables will
produce a stronger correlation, resulting in the variables which are most strongly correlated to
the outcome. The stepwise reggsion analysis is run for all youth in Safe at Home and the full
comparison group.

The variables examined are: county, gender, race, placement at referral, length of time
out-of-state prior to referral, age, length of DHHR case activity prior to refgnesence of a
mental health diagnosis, juvenile justice involvement, substance abuse and whether formal
services have been received.
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Each of the factors listed above have been run against all of the following outcome
measures: initial congregate care eie; congregate care fentries; length of stay in
congregate care; county movement (e.g., heominty to outof-county and owtof-county to
home-county); initial foster care entries; foster careeatries; and new maltreatment
referrals.

Whenever any ofhe factors from the stepwise regression analysis is found to have a
substantial impact (which can be either statistically significant or not) on any of the outcome
measures, it is described in detail while discussing each specific outcome measurer lio orde
determine if Safe at Home is more or less effective for certain populations of treatment youth
than those in the comparison group, an identical regression analysis is performed for youth in
the comparison group.

Youth Placement Changes

Table 5 showdhe placements of Safe at Home youth in Cohorts 1 through 5 when they
were referred to the program and then again six months following referral. Some youth were
placed in detention, transitional placement or on runaway status at six months. However, since

these placement types impact a small number of youth, they are included in a footnote for each

cohort rather than in the table.

Table 5 Safe at Home&/outh Placements at Referral and Six Months

Cohort 1
Placement at Six Months
Out-of- :
aeemen State In-State Emergenc Family Total at
at Referral Congregate gency Foster | Home
Congregate Shelter Referral
Care Care
Care
Out-of-State
Congregate 11 4 1 2 13 31
Care
In-State 1 11 3 2 20 37
Congregate
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Table 5 Safe at HoméYouth Placements at Referral and Six Months

Care
Emergency 1 5 0 0 1 4
Shelter
Family
0 2 0 0 0 2
Foster Care
Home 3 6 3 0 33 45
Total at Six
16 25 7 4 67 119
Months?2
Cohort 2
Placement at Six Months

Placement | Outof- In-State Family

State Emergenc Total at
at Referral Congregate gency Foster Home

Congregate Shelter Referral

Care Care

Care
Out-of-State
Congregte
Care 3 2 1 0 12 18
In-State
Congregate
Care 3 25 4 3 37 72
Emergency
Shelter 0 6 4 3 4 17

12 At six months, threex dzi K FNBY / 2K2NI M ¢gSNB LI FOSR Ay RSGSylAz2y

those youth in detention at six months, one began istate congregate care, one began in an emergency shelter

and the third began at home. Of the two youth with a ruregistatus at six months, one began irstate
congregate care and the other began in an emergency shelter.
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Table 5 Safe at HoméYouth Placements at Referral and Six Months

Family
Foster Care 0 2 2 4 3 11
Home 0 11 2 1 84 98
Total at Six
Months?3 6 46 13 11 140 216
Cohort 3
Placement at Six Months

Out-of- .
Placement Siate In-State e Family Total at
at Referral Congregate gency o U Referral

Congregate Shelter

Care Care

Care
Out-of-State
Congregate
Care 3 0 0 1 8 12
In-State
Congregate
Care 0 9 2 6 42 59
Emergency
Shelter 0 0 1 0 5 6
Family
Foster Care 1 1 2 8 1 13
Home 4 30 6 6 158 204

13 At six months, there as oneyouth from Cohort 2n detentionandfour youth with a status ofunaway For the
youth in detention at six months/ise started the program at home. Of the four youth on runaway status, two
were referred while placed at home, one was referred while istate congregate care and the fourth was

referred from an emergency shelter placement.
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Table 5 Safe at HoméYouth Placements at Referral and Six Months

Total at Six
Months!4 8 40 11 21 214 294
Cohort 4
Placement at Six Months
Out-of- ;
Placement State In-State Emergenc el Total at
at Referral Congregate gency Foster |Home
Congregate Shelter Referral
Care Care
Care
Out-of-State
Corgregate
Care 2 0 0 0 10 12
In-State
Congregate
Care 1 11 3 5 40 60
Emergency
Shelter 2 2 1 1 7 13
Family
Foster Care 0 2 1 14 10 27
Home 6 49 7 1 268 331
Total at Six
Monthst® 11 64 12 21 335 443
Cohort 5

1 From Cohort 3, there were twyouth placed in detention at six months pasferral; both of them were
referred from instate congregate care. One youth had run away from home at six months.

15 At six monthstwo youth from Cohort 4 were placed in detention; both youth were at homthatime of
referral.
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Table 5 Safe at HoméYouth Placements at Referral and Six Months

Placement at 6 Months
Out-of- .
Placement State In-State Emergenc iy Total at
at Referral Congregate gency Foster |Home
Congregate Shelter Referral
Care Care
Care
Out-of-State
Congregate 2 2 0 0 13 17
Care
In-State
Congregate 1 12 2 2 34 51
Care
Emergency
3 6 0 2 11 22
Shelter
Family
1 4 2 20 7 34
Foster Care
Home 5 49 9 12 307 382
Total at Six
12 73 13 36 372 506
Monthst6

In more recent cohorts there has been an increase in the number of youth who are
placed in a congregate care setting by the end of six months. For example, in the firgt cohor
there was a 40 percent decrease in the number of youth in congregate care at six months, but
there was a 25 percent increase for youth in the most recent cohort (Cohort 5). In Cohort 1 over
half the cohort consisted of youth who started in congregatecampared to the minimal 13
percent who started Safe at Home while in congregate care in Cohort 5.

16 Six youth from Cohort 5 were placed in detention at six months; five of them were referred while living at home
and one was referred from istate congregate care.
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Youth across cohorts who were referred from congregate care are consistently being
stepped down into lower level placements at six months (on average o7 5% youth are
placed in a lower level of care within six months of referral). However, the overall number of
youth living at home at six months has been decreasing over time. On average, 70 percent of
the youth who were referred from congregate care wealaced in their homes at six months
across all five cohorts. The number of youth transitioning from congregate care to their homes
was highest for those in Cohort 1 (89%) and lowest for those in Cohort 2 (54%).

Seventynine percent of the youth who stged the program while living at home were
still there at six months across all five cohorts. The impact was lowest for youth in Cohort 1,
with only 73 percent remaining at home, and highest for youth in Cohort 2 with 86 percent still
at home. There was lessariation among Cohorts 3 through 5, with 77 to 81 percent of youth
still living at home at six months.

Similar to Table 5, Table 6 looks at the placements of Safe at Home youth at referral and
then at twelve months. Similarly, placements of detentiamaway status or transitional living
impacted a minimal number of youth, and are thus shared in footnotes. Table 6 only includes
youth from Cohorts 1 through 4 since not enough time has passed to examine tmelvh
outcomes for youth in Cohort 5.

Table 6 Safe at Home Youth Placements at Referral and Twelve Months

Cohort 1

Placement at Twelve Months
Placement at Out-of-State | In-State Emergenc Family Total at
Referral Congregate | Congregate gency Foster | Home

Shelter Referral
Care Care Care
Out-of-State
Congegate Care 5 4 3 2 16 31
In-State
Congregate Care 3 8 3 2 21 39
Emergency Shelter 1 2 0 0 2 6
Family Foster Care 0 0 1 0 1 2
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Table 6 Safe at Home Youth Placements at Referral and Twelve Months

Home 4 8 1 31 46
Total at Twelve
Months?’ 13 22 5 71 124

Cohort 2

Placement at Twelve Months
Placement at Out-of-State | In-State Emergenc Family Total at
Referral Congregate | Congregate gency Foster | Home
Shelter Referral
Care Care Care

Out-of-State
Congregate Care 4 1 1 12 18
In-State
Congregate Care 6 16 7 37 73
Emergency Shelter 1 5 5 4 18
Family Foster Care 1 2 4 4 11
Home 7 23 1 68 101
Total at Twelve
Months?8 19 47 18 125 221

Cohort 3

7 For youth in Cohort 1, three youth had runaway at twelve montiis ane was placed in detention. The youth in
detention was living in oubf-state congregate care when s/he was referred. Of the three youth who ran away,
two were referred from irstate congregate care and one was from an emergency shelter.

18 At twelve manths, two youth were in detention, three had run away and one was in transitional living from
Cohort 2. Both youth in detention at twelve months were irstate congregate care at referral. The one youth in
transitional living was referred while at hom@f the three youth with a status of runaway, one was hstizte
congregate care, the second was in an emergency shelter and the third was at home at the time of referral.
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Table 6 Safe at Home Youth Placements at Referral and Twelve Months

Placement at Twelve Months

Placement at Out-of-State | In-State Emergenc Family Total at
Referral Congregate | Congregate gency Foster |Home
Shelter Referral
Care Care Care
Out-of-State
Congregate Care 3 0 0 1 8 12
In-State
Congregate Care 2 17 0 5 36 61
Emergency Shelter 0 0 1 2 3 6
Family Foster Care 0 3 0 4 6 13
Home 5 34 2 4 158 203
Total at Twelve
Months?? 10 54 3 16 211 296
Cohort 4
Placement at 12Vionths
Out-of- :
Diacement &t State In-State Emergenc Family Total at
Referral Congregate gency Foster Home
Congregate Shelter Referral
Care Care
Care
Out-of-State
4 1 0 0 6 11
Congregate Care
In-State 3 10 2 6 39 60

¥ From Cohort 3, one youth referred from-state congregate care was in detentiontaelve months and one
youth referred from home had run away.
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Table 6 Safe at Home Youth Placements at Referral and Twelve Months

Congregate Care

Emergency Shelter 1 3 2 1 6 13
Family Foster Ca 0 1 1 9 16 27
Home 12 42 8 7 261 330

Total at Twelve

20 57 13 23 328 441
Months?°

The trend of increasing congregate care placements shows continuation between six
and twelve months. In Cohort 1 there was a 50 percent decrease in the number ofigouth
congregate care at twelve months, but by Cohort 4 there is an eight percent increase.

Youth in all four cohorts who began Safe at Home while in congregate care are
consistently moving to lower levels of care at twelve months; however, the impact asnot
strong as it was at six months. On average 75 percent of youth who started in congregate care
had moved to a lower level of care at six months, but the same was only true for 59 percent of
youth at twelve months.

On average, 45 percent of youth who weegerred from congregate care were placed
in their homes at twelve months (in comparison to 70 percent of youth at six months). While
the overall percentage of youth who went from congregate care to home has decreased, the
trend has improved drasticallywer time (Figure 9). In Cohort 1 only 17 percent of youth who
began Safe at Home in congregate care were living in their homes at twelve months, but in
Cohort 4, 76 percent of youth were.

20 At twelve months four youth from Cohort 4 were placed in detention; three were referred while living at home
and one was referred from otdf-state congregate care.
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Figure 9. Percentage of Youth Referred from Congregate
Care Home at 12 Months
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Generally, youth who are referred wailiving at home are remaining at home. Seventy
three percent of youth who started the program while living at home were still there at twelve
months (compared to 79% at six months). The percentage of youth who are remaining at home
has increased in thetir two cohorts compared to youth from the first two cohorts. Figure 10
visualizes this trend showing that 79 percent of youth who started at home in Cohort 4 were
still there at twelve months, compared to 67 percent in Cohort 1.
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Figure 10. Percentage of Youth Remained Home at 12
Months
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Overall placement change effects are not as strong at twelve months as they are at six
months across cohorts. However, youth in later cohorts (i.e., Cohorts 3 and 4) are doing better
at maintaining positive placement outcomes over time.

Contrasting he placement changes of youth in the comparison groups to those in Safe
at Home (i.e., the treatment groups) provides an opportunity to assess the general impact Safe
at Home is having on youth placements. Figure 11 compares the placements of Safe at Home
youth along with their corresponding comparison youth for Cohort 1 at referral and at six and
twelve months following referral.
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Figure 11. Percentage of Cohort 1 Youth by Placement
at Referral, 6 and 12 Months
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Overall, placements were better for Safe at Home youth in Cohort 1 than was the case
for comparison youth. Both the treatmemind comparison groups experienced reductions in
congregate care placements six and twelve months following referral. The reduction of youth in
both in and outof-state congregate care is more apparent for youth in Safe at Home than it is
for youth in thecomparison group. An increased percentage of youth are living at home at six
and twelve months posteferral for youth in both groups, but again, the positive difference is
more pronounced for youth in Safe at Home.

Figure 12 replicates the analysis pretgehin Figure 11 for youth in Cohort 2.
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Figure 12. Percentage of Cohort 2 Youth by Placement at
Referral, 6 and 12 Months
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referred while in an oubf-state congregate care placement, the comparison group
experienced a slight increase in youth placed outsitié/est Virginia at both the six and twelve
months. Interestingly, the percentage of Safe at Home youth living kobstate congregate
care decreased by five percentage points six months after referral but increased by the same
amount at twelve monthsSafe at Home youth demonstrated reduced percentages of youth
living in irstate congregate care at six and twelve months while the comparison group had
increased percentages at six months but decreased percentages at twelve months. The
percentage of youtlin Safe at Home who were living at home increased from referral o six
months by 17 percentage points, then decreased by six percentage points fronosiks to
twelve-months. Comparison youth fared slightly better than treatment youth regarding at
home placement twelve months poseferral.

Figure 13 compares the treatment and comparison group placements for Cohort 3 at
referral and six and twelve months after referral.
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Figure 13. Percentage of Cohort 3 Youth by Placement
at Referral, 6 and 12 Months
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Overall, Safe at Home youth from Cohort 3 demonstrated more positive placement

charges at six months than comparison youth. A smaller proportion of Safe at Home youth are
in out-of-state or instate congregate care facilities and more youth are in their homes when
compared to youth in the comparison group. Each of these results isisantifit the p < 0.05

level. By twelve months however, the treatment group and comparison groups have similar
proportions of youth in all placement settings, excluding-otistate congregate care. A
significantly lower percentage of Safe at Home youtheniaroutof-state congregate care than

those in the comparison group.
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corresponding comparison youth at referral and six months and twelve months following

referral.
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Figure 14. Percentage of Cohort 4 Youth by Placement at
Referral, 6 and 12 Months
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Oveall, the differences between Safe at Home youth and comparison youth are
minimal between six and twelve months. Regarding congregate care, there is a smaller
percentage of Safe at Home youth in these settings at six months, but by twelve months there
are no differences between Safe at Home and comparison youth. There is a higher proportion
of Safe at Home youth living at home at six months, but by twelve months the difference is
minimal, with a slightly higher percentage youth in the comparison groupeim lomes than
those in the treatment group. The smonth results for youth living at home at six months was
statistically significant (p<.05).

Since implementation of Safe at Home, the percentage of youth referred in congregate
care placed in home 12 murs after referral and the percentage of youth who remained in
their home have increased. Treatment group youth show a similar or decreased percentage of
youth in congregate care are six and twelve months than the comparison group. In general,
there are ahigher percentage of treatment group youth living at homemnths after referral
than comparison group youth, however, at twelve months, the trend inverts where a higher
percentage of comparison group youth are at home.
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Congregate Care

Mostof SafeatYSQa 3I2Ff & OSYGSNI I NRPdzyR O2y ANBIIl i
preventing atrisk youth from ever entering congregate care, returning youth to lower levels of
care, reducing the length of time youth spend in congregate care and preventing youth from re
entering congregate care.

One way to evaluate the impact of preventing placement into congregate care is to
compare the results for youth in the treatment cohorts with those in the comparison cohorts
who were in a lower level of care at the time of referrak&e the extent to which they did (or
did not) enter congregate care at six and twelve months following referral.

Youth placed initially in lower levels of care, i.e., their own homes, family foster care or
an emergency shelter, were examined at six andy@enonths following referral (Table 7) to
determine the extent to which those youth moved to congregate care.

There is a smaller proportion of Safe at Home youth entering congregate care for the
first time at six months posteferral in Cohorts 2 and 3 veh compared to youth in the
comparison group. The difference is statistically significant for youth in Cohort 2 at six months
(p<.01). While there is a higher percentage of youth in Safe at Home with initial congregate care
entries at six months in Cohoris 4 and 5, the differences between treatment and comparison
groups are minimal (between one and four percent). The positive impact experienced by Safe at
Home youth in Cohort 2 is not sustained between six and twelve months; at twelve months a
larger prgportion of Safe at Home have entered congregate care at a statistically significant rate
(p<.05). The differences among treatment and comparison youth in the remaining cohorts are,
again, minimal at twelve months pegtferral, with comparison youth faringightly better.

Table 7. Percentages of Youth from Lower Levels of Care to Congregate Care

Number ) :
Percent in Percent in
Referred at
Cohort Group Congregate Care at Congregate Care at
a Lower
6 Months 12 Months
Level
Treatment 54 26% 28%
1
Comparison 55 24% 27%
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Table 7. Percentages of Youth from Lower Levels of Care to Congregate Care

Number . :
Referred at Percent in Percent in
Cohort Group a Lower Congregate Care at Congregate Care at
6 Months 12 Months
Level
Treatment 130 15% 30%
2
Comparison 143 28% 17%
Treatment 224 16% 18%
3
Comparison 221 20% 17%
Treatment 373 16% 16%
4
Comparison 358 12% 11%
Treatment 443 15% -
5
Comparison 448 14% -

A stepwise regression analysis was conducteekimine the characteristics which most
impact the entry of Safe at Home youth into congregate care. Most notably, if a youth from
either Safe at Home or the comparison group had an Axis 1 diagnosis they were more likely to
end up with an initial congregatcare entry at six and twelve months pasferral; this result
was highly significant (p<.01). Interestingly, Safe at Home youth saw a significantly decreased
risk of initial congregate care entry at six and twelve months if they were juvenile justice
involved (p<.05), but the opposite was true for comparison youth (though not statistically
significant).

Table 8 displays the results for youth who left congregate care and moved to a lower
level of care within twelve months of referral, but ultimatelyestered congregate care at six
or twelve months following their discharge from congregate care. Results displayed below are
for youth where sufficient time has passed to measure outcomes; thus Cohort 5 has been
excluded and only simonth outcomes are avaitde for Cohort 4.
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Sixmonth congregate care rentry outcomes are better for Safe at Home youth in
Cohorts 1, 2 and 4, with the differences statistically significant for youth in Cohort 1 (p<.05).
Differences in outcomes at six months were minimal betweatment and comparison youth
in Cohorts 3 and 4. Safe at Home youth from Cohorts 1 through 3 (where twelath
outcomes could be calculated) were less likely t@néer congregate care at twelve months,
though none of these results were statisticaignificant.

Table 8. Rate of Congregate Care-Rary

Number of Youth Percent of Re Percent of Re
Moved to Lower Entry 6 Months  Entry 12 Months
Cohort Group Level of Care from After After
Congregate Care Congregate Care Congregte Care
within 6 Months Discharge Discharge
Treatment 32 28% 41%
1
Comparison 28 54% 46%
Treatment 54 35% 33%
2
Comparison 34 47% 41%
Treatment 29 38% 27%
3
Comparison 35 37% 29%
Treatment 32 41% -
4
Comparison 38 42% -

When the stepwise regression analysis is canéld to examine factors which influence
re-entry into congregate care, Safe at Home youth did not have any notable factors associated
with an increased risk of congregate careerdry, nor did comparison youth at either six or
twelve months. There were s no groups from Safe at Home that had a statistically significant
increased risk of congregate careastry. Comparison youth were more likely toeater
congregate care at six months if they were initially placed in arobgtate psychiatric hospita
or a shelter (p<.01), and at twelve months the same was true for comparison youth who were
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male or from Region 2 (p<.01).

To assess length of stay in congregate care, Table 9 identifies the average number of
days youth spent in congregate care. While g@gyate care initial entry and +entry results
produce a mix of positive and negative outcomes for Safe at Home youth in various cohorts, the
average length of stay in congregate care results are clear. Safe at Home youth from all cohorts
are spending aubstantially less time in congregate care within both six and twelve months.
Looking across cohorts, Safe at Home youth spend an average of 50 fewer days in congregate
care within six months and 84 fewer days within twelve months than do comparison yaluth.
results were statistically significant at (p<.01).

Table 9. Average Length of Stay in Congregate Care Within 6 and 12 Mont

Average Days in Average Days in
Cohort Group Congregate Care Congregate Care within
within 6 Months 12 Months
Treatment 101 167
1
Comparison 137 239
Treatment 84 144
2
Comparison 131 237
Treatment 61 126
3
Comparison 122 219
Treatment 70 139
4
Comparison 127 217
Treatment 64 -
5
Comparison 115 -

When the average length of congregate care stay results are runsidhe stepwise
regression analysis factors, older youth and juvenile justice involved youth, which increased the
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risk for a longer stay in congregate care in the comparison youth, saw a decreased risk with Safe
at Home youth.

Safe at Home youth are geradly more likely to have an initial congregate care entry at
12 months than comparison group youth; however, Safe at Home youth are less likely to
reenter congregate care within six and 12 months of discharge and spend less time in those
placements than @mparison group youth. This is likely due to the services, both formal and
informal, Safe at Home offers the youth to aide in stepping down from more intensive
placements and keeping them at lower levels of care or in their home.

Detention

Most Safe at Hme youth have a Youth Services case and many of these youth are
juvenile justice involved. Therefore, initial detention entries ang:néries were added to the
list of outcome measures. Youth cannot be referred to Safe at Home from a detention facility so
none of them start at this placement setting. Conversely, once youth enter a detention facility
they are no longer eligible for Safe at Home and are subsequently discharged from the program
(though they may be reeferred following their exit from detentin).

While the overall numbers of youth in detention at six and twelve months are small,
results generally appear to be more positive for Safe at Home youth in the first three cohorts as
opposed to those in the latter two (Table 10). For Cohort 4 theeetlaree more youth in
detention from the comparison group at six months, but the result is exactly opposite at twelve
months. None of the results were statistically significant.

Table 10. Initial Detention Entries at 6 and 12 Months Réstferral

Number of Youth in

Number of Youth in

Cohort Grou Detention at 6 .
P Detention at 12 Months
Months
Treatment 3 1
1
Comparison 4 1
Treatment 1 2
2
Comparison 4 1
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Table 10. Initial Detention Entries at 6 and 12 Months Réxtferral

Number of Youth in

Number of Youth in

Cohort Grou Detention at 6 .
P Detention at 12 Months
Months

Treatment 2 1
3

Comparison 7 1

Treatment 3 4
4

Comparison 6 1

Treatment 6 -
5

Comparison 3 -

Table 11 displays the results for youth in which sufficient time has passed since exiting
detention to measure the extent to which they-emter detention at six and 12 months

following exit. The sample size was so small it rendered minimal resuliso@a youth re

entered detention; this was a Safe at Home youth from Cohort 2 wkentered at six months.

Table 11. Number of Youth REentering Detention at 6 and 12 Months

Number of Youth Number Re Number Re
Moved Out of a Entering Entering
Cohort Group Detention Center Detention 6 Detention 12
12 Months After Months After Months After
Rderral Leaving Leaving
Treatment 4 0
1
Comparison 8 0
Treatment 10 0
2
Comparison 10 0

SemiAnnual Progress RepdrtOctober 302018

73



Safe at Home West Virginia

Table 11. Number of Youth Rentering Detention at 6 and 12 Months

Number of Youth Number Re Number Re
Moved Out of a Entering Entering
Detention Center Detention 6 Detention 12
12 Months After Months After Months After
Referral Leaving Leaving
Treatment 6 0 =
3
Comparison 14 0 -

County Movement

Anothergoal of Safe at Home is to increase the number of youth living in their home
communities. To measure the extent to which this goal has been achieved, movements of
youth leaving and returning to their home counties are examined at six and twelve months
pog-referral; the results are provided in Table %2.

Regarding youth who moved from their horeeunty to another county, results were
mixed at six months. While a slightly higher percentage of Safe at Home youth movefi out
county at six months in Cohoris 4 and 5, the opposite was true for Cohorts 2 and 3. At twelve
months, a larger proportion of Safe at Home youth across all cohorts had movexd-ootinty
as compared to youth in the comparison group. While no results were statistically significant at
six months, results at twelve months were statistically significant for Cohorts 2 (p<.05) and 4
(p<.01).

For youth moving back to their horeunty, results were overwhelmingly positive for
Safe at Home youth within six and twelve months across all cohwittsa greater percentage
more likely to move back to their horrmounty than youth in the comparison group.-Bonth
results were statistically significant for all cohorts (p<.01) and twaleath results were
significant for Cohorts 1, 3 and 4 (p<.01).

2Instances where youth move owof-county because of placement with a parent or relative foster placement are
not included in the analysis, as these are more ideal settings for youth to achieve permanency than merely living
within their home-counties
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Table 12. Youth County Movements

s S Denominator Percent at 6 Percent at 12
Months Months
From HomeCounty to Outof-County
Treatment 59 27% 27%
: Comparison 55 24% 24%
Treatment 132 18% 27%
’ Comparison 118 23% 14%
Treatment 226 17% 1%
’ Comparison 213 20% 18%
Treatment 365 15% 17%
) Comparison 337 12% 10%
Treatment 423 17% -
5
Comparison 416 14% -
From Outof-County to HomeCounty
Treatment 66 59% 64%
. Comparison 69 28% 39%
Treatment 96 61% 59%
’ Comparison 103 29% 48%
Treatment 74 81% 2%
’ Comparison 85 33% 45%
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Table 12. Youth County Movements

Cohort Grou Denominator Percent at 6 Percent at 12
P Months Months

Treatment 87 75% 69%

4
Comparison 107 28% 50%
Treatment 91 66% =

5
Comparison 97 35% -

Overall, the comparison group has done better at decreasing the risk for certain
populations in moving out of thehome counties. Axis 1 diagnoses put youth from both Safe at
Home and the comparison group at significant risk for moving out of their home counties within
both six and twelve months (p<.01).

The regression analysis was used to determine the extent tohwdertain groups of
youth are more or less likely to move back to their home counties within six or twelve months
of referral. Both Safe at Home and comparison youth had many groups with a greater chance of
moving back to their home counties, some of whigere groups of youth who had not been
reaping benefits on other outcomes (e.g., youth placed in a shelter at the time of referral).
Overall, Safe at Home youth from various groups were more likely to move back to their home
county and with greater statigal significance than comparison youth. No groups from Safe at
Home had a decreased chance of moving back to their hcoomty at twelve months.

Foster Care

Safe at Home has a couple of goals related to foster care. The first goal is to reduce the
percertage of youth who need placement outside the home, and the second is to reduce the
percentage of youth who renter care following discharge to their homes.

Table 13 examines initial entry into foster care following referral for youth who were
referred whle living in their own homes. Results for youth in the treatment and comparison
groups, at both six and twelve months following referral, are similar for Cohorts 1 and 3.
/| 2K2NlGa v FYR nQa {F¥S G 12YS @&2dzi konl NE Y2 NB
youth at both six and twelve months, and the same is true for Safe at Home youth in Cohort 5
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at six months. Sironth results are statistically significant for Cohorts 4 and 5 (p<.05), and
twelve-month results are significant for Cohorts 2 and 4 (fi%.0here are two possible
explanations for these outcomes. First, it is possible the comparison group population is
different from the treatment group population due to a lack of information regarding mental
health diagnoses. Alternatively, the increaseténsity of services and oversight of the families
is leading to more frequent identification of issues.

Table 13. Initial Foster Care Entries

Number of Percent with Percent with

Youth Initial Foster Initial Foster
Cohort Group
Home at Care Entry at  Care Entry at
Referral 6 Months 12 Months
Treatment 46 28% 33%
1
Comparison 47 28% 30%
Treatment 101 15% 32%
2
Comparison 103 23% 16%
Treatment 205 22% 22%
3
Comparison 197 22% 20%
Treatment 333 20% 22%
4
Comparison 312 14% 13%
Treatment 387 21% -
5
Comparison 383 15% -

Compared to other outcomes, there were fewer factors that either increased or
decreased the risk of initial entry for either Safe at Home or comparison youth. Having an Axis 1
diagnosis left both Safe at Home and comparison lyauth a statistically significant (p<.01)
increased risk for an initial foster care entry. Safe at Home youth who were juvenile justice
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involved were less likely to have an initial foster care entry (p<.01 at six months and p<.05 at
twelve months), but tle opposite was true for comparison youth at twelve months (p<.05).

Table 14 displays the results for youth who exited foster care within twelve months of
referral and ultimately returned to foster care at six or twelve months following discharge.
Resultpresented below include youth from cohorts where sufficient time has passed to
measure this outcome.

Safe at Home youth are #entering foster care at a higher rate than comparison youth
across all cohorts at both six and twelve months. Results are gtatigtsignificant at six
months for Cohort 2 (p<.05); none of the twelsenth results is statistically significant.

Table 14. Rate of REntry into Foster Care

Number of Youth Rate of
Discharged from Foster ~ Rate ofFoster Foster Care
Cohort Group Care within 12 Months of ~ Care ReEntry ReEntry (%)
Referral (%) at 6 Months
at 12 Months
Treatment 43 16% 16%
1
Comparison 31 6% 6%
Treatment 77 26% 21%
2
Comparison 60 10% 10%
Treatment 84 19% 23%
3
Comparison 62 15% 15%
Treatment 99 24% -
4
Comparison 80 10% -

More comparison youth supopulations (e.g., white, male, Regions 2, 3, and 4, referred
in a group home) have experienced a decreased risk for fosterreargry than Safe at Home
youth, and this is especially so at twelve months. Intenggy, the longer the DHHR case was
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open for Safe at Home youth the less likely they were tenter foster care (and at a
significant rate at six months at p<.01).

Relative placements play a critical role in minimizing the trauma to youth when they
needto be removed from their homes. Due to the small sample size, the results displayed in
Table 15 are reported at a statewide level instead of by cohort. When youth are placed in foster
homes, Safe at Home youth are significantly more likely to be placedelative home at both
six and twelve months (both at p<.01) than are comparison youth.

Table 15. Percentage of Youth Placed in Relative Homes

Percentage in Relative  Percentage in Relative

Group Denominator Foster Homes at 6 Foster Homes at 12
Months Months
Treatment 87 70% 65%
Comparison 100 24% 31%

Beyond looking at where youth are placed at six and twelve months following referral to
Safe at Home, it is important to consider the placement stability. Table 16 displays the results of
that analysisdr youth who were referred oubf-home. Applying the federal definition of
placement stability, the proportion of youth with no more than two moves which occurred
within twelve-months of referral were measured. Outcomes were calculated for Cohorts 1
through 4.

Safe at Home youth from Cohorts 1 and 3 experienced more placement stability than
their comparison counterparts. There was absolutely no difference in the rate of placement
stability between comparison youth and Safe at Home youth in Cohort 4, aachSdbme
youth in Cohort 2 experienced greater placement instability than comparison youth. While
none of the cohorts satisfied the rate of federal compliance, the results were not statistically
significant for any of the cohorts.
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Table 16. Foster Cared@lement Stability

Number of Youth Referred Percent of Youth with More than

Cohort Grou .
P Out-of-Home 3 or More Moves in 12 Months
Treatment 81 32%
1
Comparison 78 37%
Treatment 124 43%
2
Comparison 120 31%
Treatment 98 23%
3
Comparison 105 27%
Treatment 130 28%
4
Comparison 134 28%

As a final way to measure foster care related outcomes, reunification rates were
examined (Table 17) by looking at the percentage of youth reunified with their families within
both six and twelve months followingfezral.

Safe at Home youth were much more likely to reunify across all cohorts within both six
and twelve months than youth in the comparison groups. This was highly significant across all
cohorts within six months (p<.01). Within twelve months all resuitse significant, but the
significance level varied (between p<.05 for Cohorts 1 and 2 and p<.01 for Cohorts 3 and 4).

Table 17. Youth Reunified Within Six and Twelve Months of Referral

Cohort Grou Number of Out Percent Reunified Percent Reunified
P of-Home Cases within 6 Months within 12 Months
Treatment 78 35% 47%
1
Comparison 77 14% 29%
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Table 17. Youth Reunified Within Six and Twelve Months of Referral

Cohort S Number of Out Pgrcgnt Reunified Pgr(?ent Reunified
of-Home Cases within 6 Months within 12 Months
Treatment 120 40%
i Comparison 118 16% 36%
Treatment 92 52% 61%
’ Comparison 100 17% 32%
Treatment 112 53% 60%
) Comparison 133 17% 35%
Treatment 125 48% -
° Comparison 129 17% -

In general, Safe at Home youth are more likely to have initial entries into the foster care
system or reenter the system than comparison group youth. This is potentially due to the lack
of mental health data available to pilace a comparison group for these measures or due to
the increased intensity of the services identifying family issues more frequently. Once in foster
care, Safe at Home youth are significantly more likely to be placed with a relative and be
reunified withtheir family than comparison group youth.

Maltreatment

Safe at Home also strives to increase youth safety by demonstrating decreased rates of
maltreatment/repeat maltreatment. Table 18 displays the number of youth with a
maltreatment referral subsequerto their referral to Safe at Home and the number for which
that referral led to a result of substantiated maltreatment.

For Cohorts 1 through 4, Safe at Home youth experienced fewer maltreatment referrals
within six and twelve months of their referral tbe program than comparison youth. An equal
number of maltreatment referrals were made for Safe at Home and comparison youth in
Cohort 5 within six months. Substantiations were minimal, but when they did occur, it was only
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Safe at Home youth who receivedgabstantiation. At six months, one Safe at Home youth
from Cohort 4 experienced a substantiation and the same was true within twelve months for an
additional Safe at Home youth in Cohort 3.

Table 18. Number of Youth with a New Referral or Substantiation

Referral REE

Within Substantiation Within Substantiation
S 6 Within 6 19 Within 12
Months Months
Months Months
| Treatment 3 0
1
Comparison 15 0 29 0
Treatment 23 0 o8 -
2
Comparison 32 0 42 0
Treatment 28 0 43 q
3
Comparison 33 0 48 0
Treatment 40 1 67 1
4
Comparison 49 0 70 0
Treatment 58 0 ) -
5
Comparison 58 0 i -

Due to the low number of substantiations overall, that outcome was not included in the
regression; only maltreatment referrals were included. The older yagte the less likely they
were to experience a new maltreatment referral within six and twelve months for both Safe at
Home and comparison youth (p<.01 for both within six and twelve months). Male youth from
Safe at Home were also significantly lessyikelreceive a maltreatment referral within six and
twelve months (p<.01 at both six and twelve months). For comparison youth, the longer the
DHHR case had been opened the less likely youth were to receive a maltreatment referral
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within six and twelve morits (p<.01 at both six and twelve months).
Well-Being

¢KS /!b{ Gd22f LINRPRGARSa |y |aaSaayvySyi 2F ez
support decision making, facilitate service referrals and monitor progress toward youth goals.
By utilizing a foutevel rating system (with scores ranging from O to 3) on a series of items used
to assess specific domains, such as Child Risk Behaviors or Life Domain Functioning, the CANS
aids LCA wraparound facilitators in identifying needs/actionable items (i.e., thitls@ score
of 2 or 3), indicating where attention should be focused in planning with the youth and family,
and where services might be warranted. Some items in the CANS will trigger further modules
for additional questioning if a need is discovered iattarea, such as substance use and GLBTQ
(Gay, Lesbian, Biexual, Transgender and/or Questioning).

Wraparound facilitators from the LCAs administer CANS assessments to youth in the
program. Once the assessments are completed, they are to be enterechmtoniine WV
CANS database. Youth in the program are to receive an initial CANS assessment within 30 days
of referral and subsequent CANS should be performed every 90 days thereafter.

A total of 1,016Safe at Home youth have at least two CANS assessnmantseted
(i.e., an initial CANS and at least one subsequent CANS). There are no CANS available to
compare to youth in the comparison groups, thus limiting the analysis to pre/post comparisons
of Safe at Home youth only.

The results of the initial CANS assments for youth from Cohorts 1 through 4 are
compared to those at six and twelve months postial CANS to measure progress while in the
program, with the results limited to six months for youth in Cohort 5. Progress is measured by
the extent to whichscores improved, meaning the number of needs/actionable items were
reduced over time.

As shown in Table 19, the count of CANS assessments available for analysis become
Y2NBE fAYAGSR a Y2NB GAYS SftlrLAaSa | Ttodwm GKS @
primary factors, either the referral was inappropriate or the Safe at Home case closed prior to
six months.
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Table 19. Number of Youth with CANS Assessments Available for Analysis

Cohort 5

Assessment 88 165 211 303 345

Number of Youth with
an Initial CANS

Number of Youth with
a 6Month FollowUp
CANS 55 96 103 161 75

Number of Youth
Discharged Before a
6-Month FollowUp
CANS can be
Performed 24 47 69 96 126

Number of Youth
Where Not Enough
Time Has Passed
Before a 6 Month
CANS Can Be
Performed 0 0 1 0 51

Number of Youth
Where Enough Time
Has Passed & No 6
Month CANS Was
Performed 9 22 38 46 93

Number of Youth with
a 12 Month FollowJp
CANS 25 45 44 42 -

Number of Youth
Discharged Before a
12 Month FollowUp

59 97 138 195 -
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Table 19. Number of Youth with CANS Assessments Available for Analysis

Cohort 5

CANS can be
Performed

Number of Youth
Where Not Enough
Time Has Passed
Before a 12 Month
CANS Can Be
Performed 0 0 2 16 -

Number of Youth
Where Enough Time
Has Passed & No 12
Month CANS Was
Performed 4 23 27 50 -

Table 20 gives an owgew of the percentage of youth with at least one need item
selected in each of the main CANS domains during the initial assessment.

Table 20. Percentage of Youth with an Actionable Item/Need on the Initial CANS Assessi

Cohort 1 Colort 2 Cohort 3 Cohort 4 Cohort 5

CANS Domain
' (N=88)  (N=165) (N=211) (N=303) (N=345)
Child
Behavioral/Emotional
Needs
(13 Items) 82% 78% 69% 69% 70%

Child Risk Behaviors

(13 Items) 49% 44% 37% 39% 34%
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